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HOME CARE: THE AGONY OF INDIFFERENCE 
The Role of the Older Americans Act in Assuring 
Access to Quality Home Care 



M0ND4Y, APRIL 27, 1987 

U.S. Senate 
Special Committee on Aging, 

Washington, DC. 

oT^L co J^ 1 ? ittee o met ' Pursuant to notice, at 10:03 a.m., in room 
SD-628, Dirksen Senate Office Building, Hon. John Melcher (chair- 
man of the committee) presiding. 

Present: Senators Melcher, Bradley, Chafee, Reid, Heinz, Glenn, 
Durenberger, and Burdick. 

Staff present: Max Richtman, staff director; Stephen R. McCon- 
nell, minority staff director; Christine Drayton, chief clerk; James 
Michie, chief investigator; David Schulke, Michael Werner, investi- 
gators; Holly Bode, Chris Jennings, Luis de Ortube, Dianna Porter, 
Annabelle Richards, professional staff; William Ritz, communica- 
tions director; Sarah Dodge, deputy communications clerk; Laura 
*-rbs, minority professional staff; Craig Obey, Jennifer Bonney, leg- 
islative correspondents; Dan Tuite, printing assistant. 

OPENING STATEMENT BY SENATOR JOHN MELCHER, CHAIRMAN 
The Chairman. The committee will come to order. 
This morning we are going to have a hearing on a group of 
people who are. generally speaking, out of sight and out of mind, 
iney ?r e the people whom most of us have forgotten about, who 
are bound to stay at home because their health isn't good enough 
tor them to leave home and they require home health care. No one 
sees these forgotten Americans. Except for their families and an oc- 
casional visitor, they are seen by so few that they will gain more 
prominence after death. If they have a tombstone in a cemetery, 
more people will see their names in a week than people who saw 
th m m in a year durin g the last years of their lives. 

These people who need home care and can't leave home because 
ot their health vary in age from young, to middle-aged, to older 
Americans. But of the 5 million Americans who need home health 
care in order to live any kind of a life at all, almost all of them are 
elderly. 

Now, if they are shut-ins at home needing this extra care, even 
for those with moderate incomes, it is a tremendous cost. It is a 
monumental cost. This group of people really knows what cata- 
strophic health coverage is all about. It is the most significant 
group that needs catastrophic coverage. 

(1) 
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Well, what are we doing about them? What kind of attention are 
we paying them? Well, through Medicare for the older Americans 
we have a requirement in law, but Medicare has failed in its re- 
sponsibility to meet those requirements. 

In order to get the proper perspective, this hearing today will 
provide us with insight from victims, from older Americans who 
are victims of their health care needs because they are not getting 
adequate care at home. 

We will also hear from the Administration. The Administration 
will provide some witnesses who are going to explain or excuse 
themselves for why the law is not being met, why it Is not being 
carried out and why they are avoiding or failing to carry out the 
requirements of Medicare. 

The inspector general will give us so ne real background infor- 
mation and a lot of facts that are very significant and, frankly, 
ve;y disappointing. He will describe the failures of carrying out the 
Jaw and the failure of Medicare requirements to meet home care. 

We know what we are going to find out from the inspector gener- 
al is that there are provisions under the law and under Medicare 
to set up the requirements and the regulations for how home 
health care is to be carried out. The regulations required by Con- 
gress are not really in place and therefore the law is not being met. 
We will find out that despite that, there is $2 billion spent on Med- 
icare every year for health care businesses to provide the home 
health care required. 

We will find out that the health aides that are sent out to the 
homes who are getting this $2 billion from Medicare are pretty pro- 
ficient at bathing and combing the hair, the routine thin^is that 
people have to have. But we also will find out from the inspector 
general, from the inspections that he has made, in 91 percent of 
the cases, home aides failed to record extensions of skilled services 
prescribed by a doctor. What does that mean? We will find out that 
home health aides are not very well trained in many instances, 
and some are incapable of reading a thermometer, measuring, 
checking the food intake, or checking bowel movements. 

Well, this is a pretty sad series of condemnations. These failures 
are staggering. But what we expect out of this hearing today is to 
establish an adequate foundation to correct these failures to see if 
we cannot end some abuses. 

At this point in the record, I would have placed in the record, 
without objection, the prepared statements of Senators Dick Shelby 
and Alan Simpson, along with my own prepared statement. 

[The prepared statements of Senators Melcher, Shelby, and 
Simpson follows:] 

Opening Remarks of Senator John Melcher, Chaifman, Senate Special 
Committee on Aging 

Good morning. On behalf of my colleagues, I'd like to welcome everyone to today's 
hearing by the Senate Special Committee on Aging. 

I called today's hearing to explore one of the fastest-growing industries in the 
United States today— the home-care industry. It is a multi-billion-dollar, virtually 
unregulated industry that does pretty much as it pleases. 

In this time of medical cost-containment pressure, we turn increasingly to this in- 
dustry. We trust to these people our loved ones— both young and old— who only 
want to recover in the friendly confines of their own homes. We trust Ihese people 
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thirick Sco f ^ i0nal dedication and competent skills into private residences to help 

Jnu m l?Lf^*- h0me C f- re "W** P rovide excellent and caring attention. And I 

applaud their professionalism. But far too often, Americans are suffering and-and 

m some cases-dying because of poor or fraudulent home care. 

a i;V^ y 'u Ve 11 he ^ nn ? from several witnesses-victims and home-care providers 

trolKd°usS!. ° 8 d6tail Sh0Cking Fr ° blemS With 

J![v 'L^J^f ^ opportunity to examine the results of a study that shows that 

m . y ^^ are 041111 'f^ a thermometer. And, I suspect, many wouldn't 

know the difference between a bedpan and a frying pan. 

u-, l il e ?^ gan ad mmistration acknowledges the far-reaching problems with the 
home^are industry. The Inspector General of the Department of HeaTth and 
S U . m f'? J ,^I V1CeS K, haS f ? Und th9 .o.uality of home^re severely lacking. And he dt 
a^Kill rifely tod^ " 8 prev,0Usly ""Published, internal report that I obtained 
But although it has known about these sppalling problems for years, has the 
Reagan admmistration done anything about them? The answer is no Ateohitely 
noti But I guess th it s understandable since this isn't another defense project 
.fr 1 ft ln £, w t 311 a 8 ree , on one *ing: it's our responsibility to help the elderly 
and the sick. We have to offer reasonable alternatives to the high cost of hospitals 
and nursing homes. And that means home care. But not the kind of home care in 
t™ nftn™ ST 64 P^ 8Ica »y abused or robbed. No, I'm talking about a 
type of home care that provides attentive care, nutrition, transportation and a 
number of other services for those who depend on home care aides. P ° naUOn ' ana a 

tt£^^KS^ff£i i" the industry and inBUre quality home — to 

JS 0 '^ 5? ,e "!» , ? e *° s , tud y » how to find a costeffective way to keep 
Cnes in the ^T^ 3 ^ """^ ° f , dollarS 3 day and P ut them in their 
to ^"-r in SIfr ded i Cated home<are professionals. Is it cheaper for Americans 
a y* L In th f Ir own homes with a home-care aide? If so, can the 01d°r Ameri- 
7 m A S 88 Vf hi fi e *° e ^ pand ^ the <* alit - and O-uantiVy of home Sre? 
JZl^ r g f0rW3 > d 40 'he testimony of today's witnesses And I hope they wil 
rive mi,?in^f nf A P1CtUre ° f the , CUrren4 state of home care and what cafbe donate 
give millions of Americans quality home care and peace of mind. 

Statement of Senator Richard Shelby, U.S. Senate Special Committee on 

AuING 

Mr Chairman, I am sorry that my schedule prevents me from attending the hear- 

nirin JlhTSi A fi m iT d y ° U M /i- Chaim, ! n ' and * e com ™ ittee ^ff for S- 
SL. g ' ^ 1 i ave r l cently "-turned from my own field hearing in Bir- 

mingham, Alabama, I truly understand the great amount of work and effort that 
are necessary to organize an effective exchar ge of ideas. 

J^L^ p. ^ 40 ""i™* 6 the role of the Older Americans Act in assuring 
access to quality home care for our nation's e . erly. We will hear not only f rom "ic- 

X^n^, 0 PnVate St0rieS , told s4raight from ^ heart, will provide us with a 
fteX.? fi.om V ?h y » P A5 S °- 81 f "f at timCS shocking side of home health care; we will 
ritftlv if in „ m po Ad mmistration witnesses who will tell us what oversight cur- 
iS^SJ^/Jfc u ver medicare^ertified home health care agencies and what qual- 
&£? w^L they h?Ve ld ? n V fi ed with such care. Finally, welrill hear from thepro- 

conlistenf^aHtrclre. 06 " "* fie ' d he ' P " S ** the many obstacleS to in8uring 

r a tl t r^5 h <,™ y i Bl v nnin ? ham hearing focused on the issue of Catastrophic Health 
SECTS' was P"Y''eged to learn a great deal about home health care. I have 
found that like most things in life, home health care has its both good and bad 

Let me state from the start, that I am a very strong supporter of home care I 
believe it is perhaps one of the most primary and at the sametime effective health 

^ineT^nTn WC ^ r ilable 40 US - e r oots of tomato ^arett 
\?™?Z% t e gr ° Wth ° f our country. Long before there were major medical facili- 
h^itn^ o T n rl leS> r esearch centers, or government interest or involvement n 
health care, there were town doctors making house calls to their home bound pa- 

^Hwi'if,'' if ^"Ojosy heajme mpre sophisticated and hospital treatment became 
more widely available, the idea of the visting town doctor grew into something 
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much larger, mo*e comprehensive and even more effective. 1967 marked the begin- 
nings of hospital-based home care programs and the concept of the out-patient recu- 
perating at home seems to have just taken off. With the passage of Medicare and 
Medicaid, and Titles XVIII and XIX of the Social Security Act in 1965, home health 
care services became ingrained in our nation's health care network. 

Today we begin work which is long overdue. We are facing a potential crisis situa- 
tion if we are unable to develop a system of standards and quality assurances for 
home health care services. Our goals are comprehensive, and yet, not unattainable. 

To begin we must determine how extensive the problem is. We need to focus some 
attention on what problems are associated with accessibility to these services on the 
community level. We need to define exactly what standards of care must be met. 
We need to ast/are that the health professionals providing care follow established 
training guidelines before allowing their personnel out into the field. We need to 
determine the scope of our quality assurance system and insure thnt its implemen- 
tation is far reaching and effective. Finally, there must be some sort of accountabil- 
ity for imnroper care. 

T^e timt? for acceptance and complacency is over. We need to respond to the cries 
for greater control over the quality of care— for the good of ou wealth care network 
and more importantly, for the good of the home nealth care consumer. 

I know we can not expect to have all the answers instantly, but we are moving in 
the right direction. I feel confident that today my colleagues on the committee will 
address these concerns and lay the groundwork for the task that lies ahead of us. 

I am pleased that the Senate Aging Committee, under the thoughtful guidance of 
Chairman Melcher, realizes the need to address this most pressing issue and I look 
forward to reviewing the testimony from this hearing. 



Statement of Senator Alan Simpson, Member, U.S. Special Committee on Aging 

I thank you, Mr. Chairman, for this opportunity to provide my comments on the 
issue of the quality of home health care and the services provided under the Older 
Americans Act. It is a distinct pleasure A x> be a member of this Special Committee 
on Aging. Although I have not been as active as I would like, I have been reading, 
learning and pondering these important issues. I wish to share some of my observa- 
tions. 

Since the inception of the Older Americans Act in 1965, we have seen an unprece- 
dented growth in the elderly population and the services that are design 3d to assist 
them. In that time period, the number of persons over the age of 65 has nearly dou- 
bled, from 18,451,000 to 29,173,000. In the same time period, amounts appropriated 
by Congress for the Older Americans Act has increased nearly 100 times— to $724.7 
million. The programs in the Act have certainly played an important role in coordi- 
nating and providing services to our senior citizens. 

One of these services, home health care, is also funded through the Medicare and 
Medicaid programs. These too have experienced unprecedented growth. In the last 
six years, our nation's commitment to Medicare home health services has tripled to 
over $2.5 billion. We certainly are a compassionate nation. 

In spite of this growth, or perhaps because of it, the home care industry seems to 
be experiencing severe "growing pains". From about two thousand agencies in 1966 
to possibly over ten thousand today, home health agencies are sprouting up all over 
the U.S. How do you assure quality in such a fast-moving industry? 

There are always stories— sad, wretched, and frightening stories- -about the 
abuse 3 faced by some of our elderly. We have heard witnesses here today relate 
some of these stories. These kind of abuses should not be happening. How to prevent 
them is a most vital question. Maybe we can find a starting point by looking care- 
fully at some of the institutions in which our billions of dollars have already been 
invested in order to assist the elderly. 

The Administration on Aging has shown tirough its 30 years of experience that 
the state and local area agencies on aging are perhaps the best means to helping 
older persons. This has given the states a great deal of flexibility in determining the 
appropriate kinds of care for their own citizens. They are also reacting to the issue 
of quality. With their model programs and training assistance, they hope to build up 
a knowledge base on quality of care in order that we can better address the issue in 
an appropriate fashion. 

HCFA too has taken steps to address the issue of quality of care. As we have 
heard, their certification and survey process, medical review and review of coverage 
compliance are designed to inquire into quality problems. Although there is certain- 
ly disappointment in finding that the training regulations mandated by the 1980 
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Omnibus Reconciliation Act have not been released and we are startled a; the reve- 
lation by HCFA that the quality of home care services is poor, at least they do tell 
us of these things. We can see where the problems lie and we must then take steps 
to address them responsibly. 

How do we assure quality in a fast growing industry? I do not know that I have 
the answer to that one— that is why we participate in these hearings. But I do know 
that we must be very careful to assess all of the facts so that we can render a well- 
reasoned, responsible solution. All too often we are ready to respond automatically 
and almost on reflex when the words "elderly" or "senior citizen" are brought to 
the debate This may be a popular political theme, but it may render us a solution 
that is no better than the original problem. 

We have much to do. Let us do it without high drama and an appeal onlv to emo- 
tion. I will work hard toward that end. 

The Chairman. Senator Heinz? 



STATEMENT BY SENATOR JOHN HEINZ 
Senator Heinz. Mr. Chairman, I thank you, and I want to con- 
gratulate you for calling us here this morning to hear the testimo- 
ny on an issue that touches the lives of a very large number of 
Americans. I am talking, of course, about the special needs of mil- 
lions of ill and aged Americans and their families for health serv- 
ices in their homes. 

Last July this committee, which I then had the privilege to chair, 
focused on this issue a little differently. We had a hearing in Phila- 
delphia, where we found that backdoor budgeteering had resulted 
in arbitrary, confusing, and even illegal decisions to deny thou- 
sands of older Americans access to home health services under the 
Medicare program. We learned that since implementation of Medi- 
care s new payment system for hospitals, the DRG's, discharges to 
home health care had increased by 37 percent, yet for the same 
period the data from the Health Care Financing Administration 
showed a staggering 133-percent increase in denials for home 
health care. 

The problem then was an overzealous Administration which, 
armed with pruning shears, was clipping away benefits with an ap- 
parent disregard for our, Congress' intent. The problem today is an 
unresponsive Administration with, I fear, eyes blind to abuses and 
hands tied against mandated change. 

Access to home health care may allow choice of independence 
over institutionalization for seniors who live alone. For others, 
lucky enough to have a family at hand, like the parents of Mrs. 
Grudza, one of my constituents who will testify later, these services 
provide breathing space. They can help lighten the tremendous fi- 
nancial and emotional strains of caring for loved ones. 

But we might ask what good is independence when the price is 
neglect, indignity and pain? What load is lightened by incompe- 
tent, unreliable, dishonest, or even physically damaging care? Mrs. 
Grudza and our other witnesses this morning will depict all too 
poignantly the current gap between a good idea— home health 
care— and an often badly administered benefit. 

Medicare's regulation of home health care providers is the bell- 
wether for other programs, including the Older Americans Act and 
the Veterans Administration. But the 2.5 million seniors who took 
advantage of the Medicare benefit last year did so at their own 
risk. The fact is we have neither standards nor surveys, and thus 
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no certainty that the caregivers participating in the program know 
a bedsore from a bunion. 

We see the chart to the chairman's right, and the very first item 
is one that should shock everybody. The fact that some 44 percent 
of the home health aides surveyed could not read this thermome- 
ter, which, when the mercury goes above the little line around 98.6, 
is evidence of an infection. It means that many of our seniors who 
get help are getting it at some risk. 

Back in 1980 Congress mandated that all home health aides 
should complete a training program to be developed by the Secre- 
tary of Health and Human Services. Here we are, it is 1987, seven 
years later, and we have yet to see one single graduate of this pro- 
gram, much less a curriculum. What we do have are reports from 
the Inspector General, as Chairman Melcher has indicated, from 
the Visiting Nurses Association and from scores of individuals na- 
tionally, of poor-quality care. 

That, among other reasons, was why last week I joined with Sen- 
ator Bradley of New Jersey to introduce the Medicare Home 
Health Care Services Improvement Act. One provision of this bill 
requires the Department of Health and Human Services to set min- 
imum proficiency standards for all persons delivering home care 
services. We need other legislation to make the promise of quality 
home care a reality. 

Mr. Chairman, I look forward to working with you and the other 
members of this committee to do just that. 

Let me, if I may, Mr. Chairman, just note— and I know Senator 
Chafee is in the same bird — there is a meeting that Senator Pack- 
wood has called for the minority to discuss the trade bill at 10:30, 
so unfortunately I am going to h .ve to absent myself. I hope it may 
be possible to hear from the testimony of my constituents prior to 
that time. But if not, I want to let Mrs. Grudza know why I may 
have to leave. 

Thank you, Mr. Chairman. 

The Chairman. Thank you, Senator Heinz. 

Senator Bradley? 

STATEMENT BY SENATOR BILL BRADLEY 

Senator Bradley. Mr. Chairman, thank you very much. Mr. 
Chairman, I too want to commend you for holding this hearing. I 
think that it is an important health care issue, and I think that we 
need to closely examine the problems of home care quality and 
access, especially in light of the rapid expansion of home care in 
the last several years and the even more rapid need for home care 
services. We have a DRG system that continues to push people out 
of the hospitals of this country quicker and sicker; we need an ade- 
quate home care program to care for them in their home environ- 
ment. This means that we have to face up to issues of access to 
home care and quality of home care. 

The bill that Senator Heinz mentioned that several of us intro- 
duced last week expands the Medicare home health benefit dra- 
matically, expanding access to 60 days of daily acute care. But it 
also addresses the quality problem which I think is the focus of this 
hearing. It addresses the quality problem in a number of ways. 
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First, it requires nonlicensed home health aides to complete a 
training program approved by the Secretary of HHS. 

Second, it requires HCFA to look at patient outcomes when it 
monitors home health quality; in other words, how the patient has 
fared, not simply what the educational level is of the people who 
run the agency. r 

Third, it establishes spot checks of home health agencies, and 
those spot checks could lead to intermediate sanctions, civil sanc- 
tions, and indeed loss of Medicare reimbursement. 

Finally, it establishes a hotline and an ombudsman to look into 
consumer complaints about home health care quality. 

So I think that what we have tried to do is say, 'Look, we want 
to provide home care and expand access to home care to more 
Americans m need, particularly those Americans who are being 
pushed out of hospitals quicker and sicker; but, we also have an ob- 
ligation to ensure that they receive quality health care." 

I think these things— the hotline, the ombudsman, the spot 
checks by !xCJ>. , the civil penalties, the required training, and 
looking at how the patient actually fares— will take one large step 
toward ensuring quality for our seniors who are in need of home 
care but m even greater need of quality borne caie. 

So I think we will have a continued responsibility to look at this 
thoroughly. This committee is the committee that should provide 
oversight, and I look forward to working with the chairman and 
other members as we try to bring to light those abuses and prob- 
lems and neglected areas that sometimes crop up even given the 
best of intentions. 

Mr Chairman, I would like to submit some questions for the 
record if that would be possible. 1 

The Chairman. It certainly is. Just leave them here and w* will 
do that. 

Senator Chafee? 

STATEMENT BY SENATOR JOHN CHAFEE 

Senator Chafee. Thank you, Mr. Chairman. 

Like several on this committee, I am a member of the Finance 
Committee, where of course we have jurisdiction over Medicare 
and Medicaid. One of our concerns obviously is not only the avail- 
ability of health care but the quality of it. 

As people know, over recent years, because of the changes in the 
Medicare program, the discharges from the hospital are much 
quicker than they were in former years, and there is an incentive, 
m other words, to get people out of the hospital. This has created 
what I believe to be a critical gap in the services available to Medi- 
care beneficiaries. They come out of the hospital, but then what 
happens? Individuals who receive care in their home following dis- 
charge from the hospital are vulnerable to the quality problems. 

r ow, the Federal Government's role is to assure that services are 
there, but what the Federal Government has been doing is spend- 
ing more time reviewing the capacity of the home health care 
agencies rather than the quality of the services that are delivered 



1 See appendix 11, p. 2'M) 
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So I feel strongly we have got to put much greater emphasis on 
providing post-hospital care in the home and on providing a wider 
spectrum of services and make sure that those are quality services. 
So thus I have joined in cosponsoring Senator Bradley's bill S. 
1076. 

I also have legislation myself, S. 1010, which is called the Medi- 
care Community Nursing and Ambulatory Care Act. Now, the pur- 
pose of that is tc improve the delivery of home health care services 
to Medicare benef ' \ What it would do is it would allow Medi- 
care to reimbur. unity nursing centers for Medicare benefi- 
ciaries who elect ...roll in those programs. These centers would 
provide all ambulatory care services now offered under Part B of 
the Medicare program ^xcepL the physician services. The services 
would be provided under the supervision of registered nurses, and 
there would be safeguards to ensure high quality. 

Now, in return for providing these services, the community nurs- 
ing center will receive 95 percent of the total amount we are now 
paying for those same services for each Medicare beneficiary. 
These centers would work in much the same way as the HMO, the 
health nu intenance organizations do. 

I think this, combined with the bill Senator Bradley was refer- 
ring to, his bill, will help fill the gaps created by the Medicare pro- 
spective payment system. 

So, Mr. Chairman, I would ask that my full statement be includ- 
ed in the record at this point, and I deeply regret this conflict with 
the longstanding Finance Committee meeting that Senator Heinz 
referred to. 

The Chairman. It will be made a part of the record. 
[The prepared statement of Senator Chafee follows:] 

Statement by Senator John H. Chafee 

Mr. Chairman, todays's hearing will examine the quality of health care services 
that individuals receive in their own homes. We will hear from individuals who 
have experienced substantial problems with health care providers in their own 
homes. We will hear also from two nurses who will describe the lack of preparation 
given to professionals who provide home health care services. Finally, we will hear 
testimony from representatives of the administration and provider organizations. 

As a member of the Senate Finance Committee which has jurisdiction over the 
Medicare and Medicaid Programs, I have become increasingly concerned about 
whether we are spending our Federal health care dollars effectively and whether 
the health care services we do provide are high quality and those most needed by 
the elderly and disabled. 

In recent years we have made a number of major changes in the Medicare Pro- 
gram. One of the most far reaching changes was development of the prospective 
payment system which pays hospitals per episode of illness based on DRG's— diag- 
nostic related groups. This system, which we are still refining and improving, has 
removed the inflationary incentives inherent in the old, retrospective cost based re- 
imbursement for hospital care. 

However, because of the incentive built into this system to discharge Medicare pa- 
tients more quickly, prospective payment has also created a cr. jal gap in the serv- 
ices available to Medicare beneficiaries. When elderly beneficiaries are discharged 
from the hospital, services designed to help them recover and return to their previ- 
ous Mfe style are sadly lacking. 

As we will see today, individuals who receive services in the home are vulnerable 
to quality problems, and unfortunately, the Federal Government's role in assuring 
that these services are of high quality has been inadequate. The focus of federal ef- 
forts has been on monitoring the home health care agency's capacity to provide 
services, rather than on the quality of those services. 
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For these reasons, we must put a much greater emphasis on providing post-hospi- 
tal care in the home and pi . aiding a wider spectrum of long-term care services. At 
the same time we must assure that these services are quality services provided by 
trained professionals. 

To achieve these goals, I have intrwiuced S. 1010, the Medicare Community Nurs- 
ing and Ambulatory Care Act and I have cosponsored S. 1076, introduced by Senator 
Bradley, the Medicare Home Health Services Development Act. 

Both of these initiatives are designed to provide better and more comprehensive 
home health care services. 

The Community and Ambulatory Care Act of 1987, S. 1010, is legislation designed 
to improve the delivery of health care services to Medicare beneficiaries outside of 
institutional settings. 

This proposal would allow Medicare to reimburse community nursing centers for 
Medicare beneficiaries who elect to enroll in their programs. These centers would 
provide all ambulatory care services now offered under part B of the Medicare Pro- 
gram—except physician services. The services would be provided under the supervi- 
sion of registered nurses, and safeguards to ensure a high quality of care would be 
provided through the existing peer review organizations. 

In return for providing these services, the community nursing center will receive 
95 percent of the total amount we are now paying for these same services per medi- 
care beneficiary. These centers will work in much the same way as an health main- 
tenance organization— an HMO. 

The Community Nursing and Ambulatory Care Act will help fill the gaps created 
by the Medicare prospective payment system by providing a pre-determined pay- 
ment to community nursing organizations designed to provide the services medicare 
beneficiaries need to fully recover. Community nursing organizations will also help 
more Medicare beneficiaries live independently longer by providing in-home assist- 
ance to help prevent institutionalization. 

The Medicare Home Health Services Improvement Act, S. 1076, attempts to 
ensure the availability of high quality home health services to elderly and disabled 
individuals in two ways. First, the bill prevents the health care financing adminis- 
tration from arbitrarily restricting home care services financed by Medicare by 
clarifying and expanding the Medicare home health benefit. Second, the bill pro- 
motes the health and safety of those receiving home care services by upgrading 
home health quality standards and accountability. 

These two legislative proposals are a beginning, but we still have a long way to go 
in assuring better, mere appropriate health cere services for the elderly. The wit- 
nesses at today's hearing can bring us a great deal of information on how in-home 
services can be better monitored and have a higher quality of care. 

I look forward to hearing today's testimony. 

The Chairman. Senator Reid? 

STATEMENT BY SENATOR HARRY REID 

Senator Reid. Thank you, Mr. Chairman, for providing the mem- 
bers of this committee an opportunity to assess the need for devel- 
opment of quality assurance standards for home health care serv- 
ices. 

I would also like to extend my appreciation to our distinguished 
witnesses who volunteered their time so that we may look critically 
at this issue of increasing importance to our Nation's elderly. 

I firmly believe that the availability and quality of home health 
care services represent problems that require immediate attention. 
New technologies and the tremendous strides made by our Nation's 
medical professions have boosted the average life expectancy to 
74.6 years of age, its highest level ever. The result is a rapidly ex- 
panding population of senior citizens, especially the group over 85 
years of ago. As the primary consumers of home care, these citi- 
zens require an increasing number of services provided by qualified 
individuals that the industry is failing to provide. 

This state of affairs has been aggravated in recent years by cuts 
in Medicare and the institution of the DRG system, both of which 
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have resulted in patients being discharged from hospitals, as we 
have already heard, quicker and sicker and in need of comprehen- 
sive home health care services for longer periods of time. 

During the time that I served as a Member of the House, I was 
on the Select Committee on Aging. The committee conducted one 
hearing that made me acutely aware of the lack of data on home 
health care quality and the inadequacy of the current system of 
standards and quality assurance. Agencies that orovide home 
health care services are experiencing diminished i esources from 
public sources, including Medicare and Medicaid, which has con- 
tributed to the hiring of underqualified personnel — as was very 
well described by Senator Heinz — who will accept lower wages and 
irregular work schedules. 

Although this problem is not characteristic of all agencies, con- 
sumers of home health care services are seldom in a position to 
choose knowledgeably among home care providers, and no easily 
usable grievance procedures are available. Moreover, because these 
services are rendered in private residences, many times the quality 
of home care is difficult to measure. Those systems for monitoring 
home care that do exist contain few sanctions for inadequate care 
and few, if any, incentives for outstanding care. Legislation is badly 
needed now to require the development of stronger, uniform stand- 
ards of home care, the monitoring of service delivery, the establish- 
ment of a grievance mechanism, and enforcement. 

It is also of primary importance that additional cuts in funding 
of such services be prevented. I am hopeful that today's hearing 
will raise new questions and bring to light additional information 
that will help us formulate responsible policy to serve the home 
care needs of older Americans. 

Thank you, Mr. Chairman. 

The Chairman. Senator Glenn? 



Senator Glenn. Thank you, Mr. Chairman. 

I don't think anyone doubts we need a national commitment to 
provide home health care to those who need help— help to which 
they are entitled, and of the highest quality. We tend to think of 
aid to the elderly, help to the elderly, nursing needs as being some- 
thing that is the province of nursing homes or hospitals. And yet 
statistics tell us that 80 percent of the health care needs of the el- 
derly are met by family members. In other words, most of our el- 
derly people are being taken care of in homes. 

Now, that being the case, we are not giving the kind of help to 
that home health care that we should. I don't think there are too 
many of us on this committee that has long been involved in home 
care, under Senator Heinz and Senator Melcher b^th, who would 
disagree with that. We need to give much more support for home 
care services, because that is where most of the help can be given, 
and it could be given cheaper there. We can save money doing it 
that way. We don't need to warehouse people in order to give them 
help. 

We should be expanding our support in this area, not lessening 
it. Yet, as we see this additional need, we have seen less support 
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out of this Administration to giving that kind of help. I find that 
unconscionable. By restricting access to Medicare's home health 
benefit, we increase the burden on other programs such as Medic- 
aid, the social services block grant, Older Americans Act, Veterans' 
Administration, State programs, private insurance, and patients 

mu? V . e the P atients 100 often without needed home health care. 

That is what this is all about this morning. I am sure we wili 
hear horror stories this morning that will make us cringe because 
we haven t done enough in the past here. We have heard some of 
those before. These are the real people. These aren't academic 
problems we dream up with staff here in Washington and decide 
some big national solution inside the Beltway here in Washington 
These are real stories of hurt. So we need to do something in this 
area. 

I am proud to have joined Senator Bradley as a cosponsor of the 
Medicare Home Health Care Services Improvement A~t of 1987, 
and I am pleased to be a sponsor of the legislation being considered 
as part of this year's reauthorization of the Older Americans Act 
which provides grants to State nursing home ombudsmen to dem- 
onstrate and evaluate the provision of ombudsman services to 
home care clients. It requires a study of the State ombudsman pro- 
grams also, particularly in the area of home care services and how 
those are being rendered or not rendered. 

Let me add this, too, before we get too critical. The majority of 
home health care providers are honest and they are doing their 
very best, quite often with very, very limited resources. I have been 
in I don t know how many nursing homes. My wife Annie was 
asked some years ago back home in Ohio to be the head of Nursing 
Home Week, be the honorary chairman of Nursing Home Week 
bhe made visits to many nursing homes all over the State, actually 
checked into some of those homes and stayed overnight so she 
could see what it was really like. 

Out of that came our interest in this and our dedication to doing 
something about it. That wan the main reason why I asked to go on 
this committee. I wasn't assigned to this committee. I asked to go 
on it when I got here. 

So we need to realize that most nursing home and home health 
providers are hone? 4 , and dedicated people. They are doing excel- 
lent work, but too ofien they don't have the wherewithal to do it. 
I hey dont have t\e support of their Government or of enough 
local agencies to really accomplish what has to be done. So we need 
very much to improve this 

It is a pleasure for me today to welcome one of our witnesses, 
Ann Mootz, who is here from Ohio, from Cincinnati. She is repre- 
senting the National Association for Home Care, and I look for- 
ward to hearing her testimony later. As with all of us, we have too 
many things to do this morning and I have to be away Trom the 
hearing for awhile. I hope to get back a little bit later, particularly 
when Ms. Mootz is testifying. 

Home health is an area we have let go too long, Mr. Chairman I 
would ask that my entire statement be included in the record 

The Chairman. It will be made part of the record. 

[The prepared statement of Senator Glenn follows:] 



•'16' 



12 



Statement op Senator John Glenn 



Mr. Chairman, we need a national commitment to provide elderly and disabled 
Americans with the home health care they need and to which they are entitled— 
and to ensure that this care is of the highest quality. Improving the provision of 
home- and community-based services has been a priority issue of the Senate Special 
Committee on Aging for many years, and I commend you for calling today's hear- 



Home care services are very important in meeting the health -care needs of the 
sick and the disabled; and this need is increasing due to our growing 1 'old-old" popu- 
lation, "auicker and sicker" discharges of Medicare patients from hospitals, techno- 
logical advances in health care delivery, and a preference for home care over insti- 
tutional care. But at a time when the demand for home health care is increasing, 
the Reagan Administration's policies are severely restricting access to Medicares 
home health benefit, thus increasing the burden on other funding sources for home 
care — Medicaid, the Social Services biock Grant, the Older Americans Act, the Vet- 
erans' Administration, State programs, private insurance, and patients and their 
families— and leaving patients without needed care. 

In addition to the problem of access to heme health services, we have all read and 
heard horror stories about poor care and abuse of the elderly in their homes. Today 
we will hear dramatic accounts from patients, their families and providers about 
tragedies that occur due to lack of training, supervision and standards for home 
health care. 

In order to address these issues, I was pleased to join Senator Bradley as a cospon- 
sor of the "Medicare Home Health Services Improvement Act of 1987". Enactment 
of this legislation will go a long way toward ensuring the availability and improving 
the quality of home health services provided under the Medicare program. 

And I am pleased to be the sponsor of legislation, being considered as part of this 
year's reauthorization of the Older Americans Act, that provides grants to State 
nursing home ombudsman agencies to demonstrate and evaluate the provision of 
ombudsman services to home care clients, and requires a study of current State om- 
budsman programs which are already investigating complaints concerning home 
care services. 

The r ijority of home health care providers are honest and do provide excellent 
care. _ 3y are as concerned as we in the Congress about the need to improve the 
quality of rare and to eliminate any abuses. Therefore, it is a dual pleasure for me 
to welcome one of today's witnesses, Ann Moo tz— because she is from Cincinnati, 
Ohio, and because she is representing the National Association for Home Care 
(NAHC). I look forward to NAHCs recommendation for improving access and qual- 
ity in home care, as well as to the testimony of all of today's witnesses. Your partici- 
pation will help in our efforts to enact legislation to remedy problems regarding 
home health care access and quality. 

The Chairman. Senator Durenberger? 

STATEMENT BY SENATOR DAVE DURENBERGER 

Senator Durenberger. Thank you, Mr. Chairman. 

I am not going to victimize Ms. Tolbert and Sharon with a long 
speech, and I am going to stay here and I am going to listen to you. 

I am glad John did make the comment about the fact that a lot 
of caregivers in America are, besides being very capable, are also 
very compassionate and that on a number of occasions we find the 
unscrupulous coming into any opportunity that we can find in the 
system. 

Those of us on thr Finance Committee who have tried to deal 
with the revisions in Medicare and the social services block grant 
cutbacks are extremely sensitive to the fact that as you cut back on 
adequate finances, you put a strain on the most compassionate 
people out there. I think that is one of the difficulties that this 
committee is going to find in the system. It isn't a lack of being 
well-intentioned, it's the fact that if you don't put some resources 
behind the best of people, they get out of the business or they 
scrimp on the care or something like that. 
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So with that I will yield whatever time I might have had for an 
opening statement, and I thank you, Mr. Chairman. 
The Chairman. Thank you, Senator. 
Will Mrs. Grudza approach the witness table at this time? 
Senator Heinz? 

Senator Heinz. Mr. Chairman, in case Mrs. Grudza is wondering 
why she has been called to the witness table, it is simply because, 
as I said to Senator Melcher, I am going to have to absent myself 
for what I hope to be a brief time but I do not know, and I just 
wanted to introduce you to my colleagues. 

May I say that I am delighted that you are here. 

Mrs. Grudza, Mr. Chairman, is of course from my home State of 
Pennsylvania, and she has come to tell us about the many prob- 
lems she has had with aides assisting iv caring for her parents. 

I want to personally thank you, Mrs. Grudza, for coming down 
here today. As I say, I hope I get back in time to hear your testimo- 
ny. But m case I don't, I just wanted you to know why I have to 
step out at least for a while. I wish you luck, if I am not here. But 
the chairman is both kind and compassionate and understanding 
as well as being a good chairman. [Laughter.] 

We are delighted you are here. 

Thank you, Mr. Chairman. 

The Chairman. Thank you, Senator. 

You may stay right there, Mrs. Grudza. That would be fine 

Our first witness is Mrs. Pearl Tolbert, and Mrs. Tolbert is going 
to tell us what her circumstances are. 

Mrs. Tolbert, I hope we haven't created any mystification on 
what we are all about here today. I don't think we have. I think 
our central theme is our mission today in this hearing is to hear 
Irom folks like you who are incapacitated, need some help but you 
are still at home. We want to know how it is with you. We want to 
know what has gone wrong and what the shortcomings are. We 
would like to do a little bit better than we have by you, Mrs Tol- 
bert, and we are all here today to learn and to learn from where it 
is really at, with folks like you. 

Please proceed, Mrs. Tolbert. 

STATEMENT OF PEARL TOLBERT, RESIDENT, STATE OF MINNE- 
SOTA, ACCOMPANIED BY DR. SHARON GLOVER, DAUGHTER 
Mrs. Tolbert. Well, one of the million things I had to happen to 
me was I have an open trach, and whenever I am given a bath, it is 
to be covered with tape. My attendants know this. I had an attend- 
ant put me in the shower and drew the water, and the hole got 
water in there, and we had to call 911 because I was strangling. 

Then I had an attendant who put me in the shower, pulled off 
his clothes and got in the shower also. 

I had an attendant take my credit card and buy a thousand- 
dollar couch set, and then when the bill come in to me and I con- 
fronted her with it, she said, "Oh, well, I'll pay it." She didn't pay 
it, and it ended up that I had to go to Sears' and they had to set 
the police in on it. 

Then I had an attendant who got in the bed with me and had 
sex, and I went through it. 
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Then I have had attendants steal my clothes and steal my pots 
and pans. And it's just rough getting an attendant. 

I think what happened, there is a place we call, and they send 
them out. They just send anyone who applies instead of trying to 
screen, them and find out some of their characters, you know. 

I also had two workers. A girl worked the evening and a boy that 
worked iawns, and they started to going together, and then this 
boy went home with her one night, and it looked like she was going 
with the fellow upstairs, and he killed him. 

You know, it's been one thing after another. 

The Chairman. Mrs. Tolbert, you live in Minneapolis; is that cor- 
rect? 

Mrs. Tolbert. Yes. 

The Chairman. Where is your home in Minneapolis? 
Mrs. Tolbert. Where in Minneapolis? Nicklett Street. It's down- 
town. 

The Chairman. It's downtown. And are you in an apartment? 
Mrs. Tolbert. Yes, I'm in an apartment. 
The Chairman. How long have you been in a wheelchair? 
Mrs. Tolbert. Oh, I've been in a wheelchair since 1980. 
The Chairman. You've been in a wheelchair about 7 years then? 
Mrs. Tolbert. Yes. I can't use my hands and I can't, you know, 
walk. I walk just a little with a walker. 
The Chairman. With the walker. 
Mrs. Tolbert. I can walk a short distance with it. 
The Chairman. You can walk a short distance with a walker. 
Mrs. Tolbert. Yes. 

The Chairman. And that is only in your home? 

Mrs. Tolbert. Yes. Only in my home. I can't use my hands. I 
can't even go to the bathroom by myself. 

The Chairman. Now, Mrs. Tolbert, would you mind telling us 
how old you are? 

Mrs. Tolbert. Yes, I'm 70 years old. 

The Chairman. Seventy. 

Mrs. Tolbert. Yes. I was born in 1916. 

The Chairman. And you have been incapacitated for the last 7 
years. 

Now, this is your daughter, Dr. Glover, seated beside you? 
Mrs. Tolbert. Yes. 

The Chairman. Dr. Glover, can you add anything to your moth- 
er's testimony that would help this committee? 
Ms. Glover. Yes, I can. 

The Chairman. Would you draw the microphone closer to you? 

Ms. Glover. I routinely spend about 30 hours a week minimum 
trying to supervise the attendants because of the situations that we 
have had. We have had just many attendants, and I can say that 
consistently I see the same thing: a lack of training, a lack of will- 
ingness on their part, and that additionally, even with these prob- 
lems, there isn't very much that you can do. 

The demand for attendants is so great that you can fire them, 
and 30 minutes later they have another job. In fact, my mother's 
nurse, the State nurse that comes to see her weekly, came to see 
her, and there was an attendant abusing her badly, and the nurse 
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fired the attendant on the spot. Within an hour that attendant had 
another job. 

We have tried with all of these situations to find someone that 
we could talk to, someone that we could tell what was happening. 
And it s almost like an impossible situation. The agency that we 
get the attendants from has not been helpful at all. Our only other 
choice is to go to the newspaper, put an ad in the paper, place ads 
in the paper, read the paper, try to call other agencies. 

One other agency that we have been somewhat successful in get- 
ting people from is church center. Now, they aren't an agency, but 
from time to time people will call and say that they are interested 
m doing this kind of work. But we have found just consistently 
what you have on that board is absolutely true. 

I really feel sorry for someone who is in this situation and who 
doesn t have someone such as myself to advocate for them and to 
spend some time, because I find that if you don't, then they abuse 

^ e ^ n worse > even to the P° int of striking these people. 

The Chairman. Dr. Glover, your mother practically lives in 
downtown Minneapolis. Where do you live? 

Ms. Glover. I live in Golden Valley. I live approximately 7 to 8 
minutes from my mother. 

The Chairman. Seven to eight minutes. 

Ms. Glover. Seven to eight minutes. And I am at her house ap- 
proximately 3 to 4 evenings a week and once on the weekend, and I 
drop m at different times to be sure of her situation. I find that is 
the only way you can stay on top of it. 

The Chairman. Dr. Glover, what is your profession? 

Ms. Glover. I suppose I am an educator. 

The Chairman. You are an educator. Have these circumstances 
prevailed for the 7 years that your mother has been incapacitated 
at home^ Have all of those 7 years been about the same. Is the situ- 

iSP £ to begin with and sti11 bad ' or has Jt gotten worse? 
Ms. Glover. My mother has been incapacitated at home for 5 
years. 

The Chairman. Five years. 

Ms. Glover. Of those 7 years, she spent 2 years in the hospital. 
The Chairman. I see. 

Ms. Glover. Totally paralyzed. Then she has been home 5. And, 
y e M would say from day one it has been the same. 

The Chairman. Been the same. No improvement? 

Ms. Glover. No improvement. In fact, I think maybe it's worse. I 
have noticed that the caliber of people that we are getting, that it's 
worse. I have noticed that the selection is worse. We have, for in- 
stance, an attendant right now who can't read or write. It means 
that if I call about a medicine prescription or something like that, I 
had better be prepared to go over there myself and get the infor- 
mation. It means that that attendant can't give medicire and other 
kinds of things, and so someone such as myself or a nurse will have 
to go in at the beginning of the week and lay out these things. 

The Chairman. Senator Reid? 

Senator Reid. Do you think— and, Mr. Chairman, I am asking 
this question because I don't know— do you think one of the rea- 
sons that the problems could be worse is because there is a greater 
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demand for home health care than there was, and there are fewer 
people to go around? 

Ms. Glover. I don't know. But what I dc know is that the quality 
of the people I am seeing in home health care and their training, 
et cetera, is not what it should be. The lack of training— people are 
hired and sent out on a job without any training whatsoever. 

Senator Reid. Mr. Chairman, it is not only in this area that prob- 
lems have developed but in other areas as well, such as the break- 
up of the telephone system. It has become so expensive for people 
to have a telephone and it is impacting on older people more than 
on any other sector of our population. In consideration of this situ- 
ation and problems associated with home health care, for someone 
who doesn^; have a child— and principally it's a child who looks out 
for the parents— the problems are really almost insurmountable. 

What would your mother do but for you? I mean, who would 
help? The answer is obvious: there is no one, is there? 

Ms. Glover. I don't know. You know, you mentioned telephone. 
We have had incidents where she has tried to call me because she 
was being abused, and the attendant has ripped the telephone out 
of her hands and refused to let her call me, put her against the 
wall like she was a 3-year-old, put her in the corner. 

The question, what would she do? I don't know. I really don't. 

Senator Reid. You see, Mr, Chairman, we are fortunate to have a 
witness like Pearl Tolbert come before us. I think she is an exam- 
ple to us of the multitude of people that are not before us. Her situ- 
ation is very bleak, but consider the fact that she has a bright, edu- 
cated daughter to help her, and we have so many people who have 
no children, no family, no friends to help them. They aren't before 
us, and we can imagine what those situations must be. 

I have no further questions. 

The Chairman. Thank you, Senator. 

Senator Durenberger? 

Senator Durenberger. Thank you, Mr. Chairman. 

I don't know where to begin. If Sharon is 7 minutes away, I am 
about 30 seconds away, Pearl, and I want to give you my telephone 
number on weekends so you can call me. 

I know there are a lot of people in home care and home health 
back in Minnesota who, when they see this, are going to be cring- 
ing, because this is a very untypical Minnesota situation in terms 
of the impression that the rest of the country has. 

So I have to believe that to the degree that in a State like ours, 
which is as sensitive as it is, Mrs. Tolbert, that you are having to 
live these years with that kind of condition makes it a very, very 
serious problem for a whole lot of people who aren't able to come 
here and testify today. 

But perhaps, Mrs. Tolbert, you won't mind if I ask Sharon a 
couple of questions about the State in which we live and the com- 
munity in which we live and the way in which they have been re- 
sponsive to these same kinds of concerns. 

Obviously, if the kind of behavior on the part of attendants has 
been going on for some period of time, which I assume it has, that 
officials in the City of Minneapolis, the County of Hennepin, and in 
the State of Minnesota, which has a relatively sophisticated, 
through the Department of Health, procedure— or thinks that they 
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have a procedure at least— for ensuring the adequacy of profession- 
al! v S ° me °L th , es ! 11 areas ' should have taken some action. I 
wonder if you wouldn't, Sharon, describe for us the efforts that you 
have made at the local and the State level and what kinds of re- 
sponse are y>u getting from people back there? 

Ms. Glover. When we have had problems, we have turned to a 
btate nurse, we have turned to Independent Crossroads, which for- 
merly was the Comprehensive Services, we have turned to Human 
Kesources, the Medicare unit. No one either seems to he or wants 
to be responsible. We are continually told that there is nothing 
anyone can do. & 

When things have been stolen from her, when people have 
threatened to hit her, when they have put her up against the wall, 
we have been told by Independent Crossroads that they are onlv a 
hiring service. The nurse has helped all she can. I mean, shf> will 
try to get us other people. We just don't— we don't know where else 
to turn. 

What we have done, though, is I wanted to see if this was just 
pecu.iar to my mother or was this a larger problem. I have talked 
with a number of other people such as my mother, and we find 
that it is a pervasive problem. It is not just what has happened to 

So I could tell you and give you the names of at least five other 
people who, just like her, the same thing has happened, and some 
of these people don't have anyone. 

We finally reached the point of asking my husband to do some- 
thing about it and I can tell you, because of my frustration and my 
mothers frustration and these other people's and our trying to 
turn and get help but not being given help, that we asked him if he 
could not begin to talk to some of the political people and do some- 
thing about it. And I think he has made a couple of contacts and 
there has been some talk there, and that's where we are with it 

benator Durenberger. Now, as far as the financial assistance in 
purchasing attendant services, is it in part your mother's own re- 
sources m part medical assistance, in part Medicare? Can you 
recall for us? What I am trying to get at is who really should be 
responsible? Are there so many people in the act that nobody 
wants to take responsibility? 

Ms Glover. The State of Minnesota pays for 6y 2 -it's either 6% 
or bVz hours a day of attendant care, and they pay $6 08 

Senator Durenberger. They pay what? 

Ms. Glover. $6.08 an hour. 

Senator Durenberger. Per hour? 

Ms. Glover. Per hour. What that means is that if you have 
someone such as my mother who noeds 24-hour care because she 
can t cook, she can t go to the bathroom, she can't do anything, she 
has no use of her hands, she can't, even if someone rings the door- 
bell, she can t buzz the doorbell to let them in. And additionally, 
because she has an open hole or the trach, she has breathing diffi- 
culties and often must be rushed to the hospital and must have 
someone to assist her if that happens. She needs 24-hour care 

If the State pays for 6V 2 hours at $6.08, it means a couple of 
things One is, you are getting people who can't compete in an open 
market, because nobody is going to work for $36 and some change a 
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day. In her situation, you can't get anyone to work around the 
clock, because that's what it amounts to, and if you break the 
shifts in half, you're talking about, let's say you bring two people 
on, you're talking about $15, $18 a day. 

So what we do is we supplement. Now, most of the people that I 
know may not need as much care, but they certainly need more 
than 6 hours a day. What happens then is that you have people 
who, I believe, on an open market could not compete, and therefore 
they become attendants. 

Senator Durenberger. Why is the State restricted to 6*/2 hours? 
Have you been through that with the State? 

Ms. Glover. I have been through that. I am working on that 
right now with the Minnesota home health care advocacy program 
to see if we can't increase the attendant hours. The State, case bv 
case, makes a decision about increasing. It has in some — I think 
there are three or four people who have more than the 6V2 hours. 
It is currently reviewing this policy, and I understand that as of 
July will come out with a new policy that will be somewhat more 
flexible to allow for situations like this. 

Senator Durenberger. Now talk to me about your mother's 
doctor, or maybe your mother wants to talk about the doctor. I 
assume she has a physician who has been taking care of her for 
some time and who is providing advice to the State of Minnesota or 
to other people relative to your mother's needs. Can you describe 
that for us? 

Ms. Glover. Yes. She has a doctor at Abbott Northwestern, and 
she goes there regularly. That was the last hospital she was in. It 
was the hospital that taught her to stand and to talk and whatever 
again, the rehab. The doctor has just given us a 24-hour care plan, 
has written letters to Human Resources asking them also to in- 
crease the hours because she can't be left alone. 

In fact, Abbott Northwestern has become involved with me with 
this attendants program because they too have recognized the prob- 
lem, the continual problems not only with my mother but with 
other people. It was Abbott Northwestern that put me in touch 
with the Minnesota home health care advocacy program led by 
Susan Margolis, and we have been working with them, and the 
hospital has been working with us too to get this taken care of. 

Senator Durenberger. My impression is that even if for your 
mother's circumstance the State were to acknowledge that the 
medical advice is that your mother ought to have 24 hours of at- 
tendant care, your concern is that there aren't adequate attendants 
in the State of Minnesota to provide this care because the State 
doesn't supervise in any way the quality of the services. 

Ms. Glover. No. My concern is about three-fold. It is that there 
aren't enough attendants, that there aren't quality attendants, and 
that it is an industry that is not regulated and anything can go on 
in that industry. 

We supplement, or we pay the people now, but that doesn't 
matter. If something happens, there is nowhere to turn to because 
it is an industry that they can do anything that they want because 
the demand is so high and there is no one that you can turn to. 

When they stole my mother's—my brother gave her a gold piece 
from Africa— when they stole that, there was nothing we could do. 
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And not only did we know who had taken it, one of her attendants, 
the one that killed another man, took it, gave it to this girl, the 
girl called and said she had it and, "It was too bad." 

You call the police, and there is nothing they can do. You call 
Independent Crossroads, there is nothing they can do. 

I mean, that doesn't even begin to get it. I have been at her 
house where an attendant has said, "I ought to slap you." I mean, 
the kind of abuse I have seen is just ridiculous. And if I have seen 
it, and I have put the kinds of time I do in, I just feel sony for 
other people. 

Senator Durenberger. Thank you. 

The Chairman. Dr. Glover, in other words, the quality of the at- 
tendants who come and who are paid to come is not very adequate- 
ly checked. You had somebody, one of the aides who actually stole 
from your mother. Your mother has mentioned the aides' lack of 
training when she was put in the shower with her trachea tube 
out? 

Ms. Glover. Pardon me? 

The Chairman. Did I understand your mother correctly, she was 
actually put in the shower 

Mrs. Tolbert. They have to put tape on it so that no water gets 
in it. & 

The Chairman. Her trachea open, without being closed, I guess 
she could have drowned? Is that it? 
Mrs. Tolbert. Yes. 

The Chairman. In other words, regardless of who pays for it, you 
can t find somebody who is adequately trained. Have you talked to 
Medicare about this? 

Ms. Glover. No. I haven't talked to Medicare. I talked to the 
agency, the one agency we have in Minnesota— and we only ha^e 
one, Independent Crossroads— I have talked to them about it. I go 
m and try to tram the attendants myself because there is nc one 
els ® *o tram them ' The agency does not train them. 

The Chairman. The agency does not train them? 

Ms. Gldver. Does not train them. 

The Ch/irman. All right. Well, thank you very much, Mrs. Tol- 
bert, and Dr Glover, for coming here today and providing us with 
these stark, sad facts. Thank you very much. 

STATEMENT OF MARY SUMMERS, RESIDENT OF NORTHERN 

VIRGINIA 

The Chairman. Mary Summers is our next witness. 

Mrs. Summers, will you take a seat right there in the middle. We 
understand you are from northern Virginia, not too far away from 
here, part of the metropolitan area, northern Virginia 

Mrs. Summers. That's correct. 

The Chairman. We understand that your husband has Lou Geh- 
rig s disease? 
Mrs. Summers. That is correct. 

The CHAinMAN. And requires constant attention at home 

Mrs. Summers. That is correct 

The Chairman. Will you tell us about it? 
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Mrs. Summers. All right. A comment that Senator Glenn made 
really hit home with me when he commented on the home care 
supposedly being cheaper. This has not been my experience at all. I 
brpught my husband home from the hospital 2 years ago after 
spending 6 weeks in the intensive-care unit. He has Lou Gehrig's 
v ~ease. He has no use of his arms, very minimal use of his legs. He 
is fed with a feeding tube directly into his stomach. He is on a res- 
pirator which breathes for him. 

I brought him home, and I was provided with home health care. 
At first, they told me they would charge $13.95 an hour. When 
they found out that my insurance would pay the bill— we are very 
fortunate to have excellent insurance that has the catastrophic 
clause — they upped the price to 345 an hour. And my insurance 
company paid thorn $100,000, until I finally dismissed them a year 
later. 

The Chairman. How long has your husband been in this condi- 
tion, Mrs. Summers? 

Mrs. Summers. It will be 2 years— well, it is 2 years, 2 years 
April 6. 

The Chairman. Two years this month. 
Mrs. Summers. ~es. 

The Chairman. Now what care is your husband getting? 

Mrs. Summers. All right. This $100,000, I should elaborate on 
that. I use nurses only when I am teaching school. I do all the rest 
of his care myself. So this was just for those hours. 

What I did when I dismissed the first agency, I tried another 
agency, and as you heard from the previous testimony, I have been 
very disillusioned with the kind of care that he had: a lot of incom- 
petency. A lot of nurses were sent to our home who really did not 
know how to handle a respirator patient. They were not skilled in 
suctioning, which he needs several times a day in order to keep his 
lungs clear. I had malfunction of the respirator from nurses open- 
ing it to check it and obviously didn't know what they were doing. 
And the respirator malfunctioned several times. 

Eventually, what I did was I dismissed all agencies and I have 
hired nurses privately. 

The Chairman. All right. Now, you mention agencies. 

Mrs. Summers. Yes. 

The Chairman. Now, how do you get the names of agencies? 
Mrs. Summers. They solicited me in the hospital. 
The Chairman. They solicited you? 
Mrs. Summers. Yes. 

The Chairman. And they said they could provide the necessary 
skilled nursing care? 

Mrs. Summers. Yes. Representing themselves as being able to 
provide the kind of nursing care that we needed. And it was quick- 
ly obvious that they did not have nurses to fill this kind of a re- 
quirement that he needs. He needs highly skilled care. 

The Chairman. You are a teacher. 

Mrs. Summers. Yes, I am. 

The Chairman. Is that in elementary or secondary? 
Mrs. Summers. I teach middle school, sixth, seventh, and eighth 
grades. 

The Chairman. So you are gone from home during the day? 
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Mrs. Summers. I leave the house at 7:30 in the morning and I Pm 
usually home between 4 and 5 in the afternoon. 

The Chairman. That is 5 days a week or whenever school is in 
session/ 

Mrs. Summers. Five days a week when school is in session, yes I 
try to complete everything in school before I come home because 
w 1 come home I am a nurse the rest of the time. 

The Chairman. Well, how long did it take you to decide that you 
were going to hire the nurses yourselves, a year or 6 months? 
,u Mr?. Summers . All right. When I first got the first bill and found 
that the price had been raised to $45 an hour, I called and regis- 
te « „ a T complaint. Their comment to me was, "Why are you so 
3 ' f f 8Uran 5 B ^.^^ ^ pay it." I said, "Well, that is not 
sort of Mng^ 8 Ultimately, we are all paying for that 

But I was quite busy at that time. I was either teaching school or 
taking care of my husband, and I really didn't have time to check 
this out to see if they really were right. They kept telling me that 
this was a reasonable rate. 

Then, a year to the day from the ti.ne my husband came home 
trom the hospital, I was involved in a serious automobile accident 
and I was brought up here to the shock trauma center. I had to 
have extra nursing care for a while, and they had the audacity to 
charge me overtime on top of the $45 an hour that they were col- 
lecting from the insurance company. 

For the first time, I had time to— I couldn't do anything with 
regard to care of my husband for a few weeks, fo I had time to do 
some checking into it. I called other agencies. I called the Muscular 
Dystrophy Association that funds some of the ALS patients and 
found that it was an unreasonable price. And that is when I made 
my changes. 

The Chairman. low, do you have any difficulty since you are 
hiring the nurses yourself personally? Do you have any difficulty? 

Mrs. Summers. It s been tough, yes, but I have three fine ones 
now. It took a while. 

The Chairman. Then you have worked it out? 

Mrs. Summers. I have worked it out, yes. 

The Chairman. Would you mind telling us what that costs? 

♦u MrS ;u SuMME ?f- 1 am payin S them $ 20 an hour . which is more 
than they would make some place else, but they have to do their 

own billing, their own insurance and 

The Chairman. How much? 

Mre - Summers. $20 an hour ' which is saving my insurance com- 
pany $25 an hour. 

The Chairman. Now, during the period since you made that deci- 
sion, is your insurance going to keep on paying? 

fu MrS Vp? UMM ^ s - Yes - 1 was concerned about that, and I called 
them. Ihey said, yes, that they would continue to pay it. With the 
catastrophic clause, I have to pay .he first $1,000 each year, and 
they very graciously pick up the rest of it. I am very fortunate, 
really, compared to a lot of people. 

The Chairman. Yes, you are. 

Mrs. Summers. Yes. 

The Chairman. That is a very fine policy. 
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Mrs. Summers. I have tried very hard not to abuse it. as I say, I 
do all of his care myself except for when I am actually teaching. 
Our medical t Jls, total medical bills, the first year were, I think it 
was, about $125,000. This year I have got it down to about $83,000. 

The Chairman. That is a pretty good record. 

Senator Reid? 

Senator Reid. Mr. Chairman, here we have a different situation. 
We were talking previously about attendants whom you would 
expect to have some training. But here we are talking about regis- 
tered nurses who 

Mrs. Summ^s. That's correct. 

Senator Re; [continuing]. Simply didn't do what they were sup- 
posed to do. You had to get rid of them because they were incompe- 
tent. They couldn't do some of the basic things that your husband 
needed. I think this is really a sad commentary. 

Mrs. Summers. Yes. It's been a very educational experience for 
me. I came home from the hospital naive enough to think that he 
would have good care. 

Senator Heid. One of them, for example — Mr. Chairman, I think 
the record should make clear — ruined a very expensive respirator 
that was required to keep your husband alive; is that right? 

Mrs. Summers. That's correct. This particular agency felt that it 
was part of their duty to check the respirator each time they came 
on shift, and the respirator that he uses is a small Hing about the 
sizes of a tool box and it's in th^ sealed container, and it's not 
meant to be opened and shut. I tried to explain this to them, and 
the respiratory therapy department that handles my husband's 
case also were upset about this being opened and shut on each 
shift. 

I came out of the shower one night and the alarm was going off. 
Luckily, it hadn't gone off until just as I got out of the shower, or 
he would have been dead until I came out of the shower. I was able 
to find what was loose. 

Then, the second time, in the morning the respirator failed, I 
think it was three or four times, and I found that the problem was 
related to the opening and closing of the lid, which is what they 
had been doing that I asked them not to do. So the respirator had 
to be replaced. 

Senator Reid. Also, I think it's important here that we recognize 
that you have attempted to get help from outside agencies, and this 
has not been a successful journey for you either, has it? 

Mrs. Sum' srs. No. No. I got the feeling that the main thing thev 
were interet id in was sending somebody to my house. It didn t 
make any difference if they had the necessary skills or not. I sug- 
gested in-service training for the nurses who were coming, and got 
no response to that. 

Senator Reid. Mr. Chairman, I have no further questions other 
than to comment that the more we hear about this, the more com- 
plicated it becomes and the more distressing it becomes. First we 
heard about problems with attendants, and now we are hearing 
about problems with nurses. 

Add to the K the fact that we have all these outside agencies that 
are also failing to provide good quality help. That brings us back 
here, Mr. Chairman, with a woman whc is educated, who under- 
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stands what the world is all about, and still she can't find home 
care service providers with which she is satisfied. And, you know, 
these illnesses don't strike only husbands and wives with educated 
spouses. 

Mrs. Summers. That's right. That's correct. 

Senator Reid. And I can't imagine what the other case might be 
Frobably the person is dead; that's one reason we don't have them 
here with us today. If we didn't have somebody like you helping 
your husband, it would appear to roe from the limited testimony 
we have heard, that he would have expired. 

Mrs. Summers. That's correct. That's correct. 

The Chairman. Thank you, Senator. 

Well, I think there is one thing, though, that the witnesses have 
in common, and that is that an agency is supposed, but doesn't, 
send a qualified person. In Mrs. Tolbert's case, all the agency had to 
do was send somebody just to help with the routine things at home. 
Iney just had to know how to care for an incapacitated person who 
has very little use of her arms and very little use of her legs, in 
fact, almost paralyzed. And now in Mrs. Summers' case, an agency 
sends not just registered nurses but somebody presumably who 
knows how to run the equipment that is necessary for Mr. Sum- 
mers. 

Mrs. Summers. I came home one night, and the nurse that was 
there that day told m e, "I was scared to death when I had to suc- 
tion him. Well, that gives you a real feeling of confidence, doesn't 

The Chairman. Yes, it does. [Laughter.] 

You know, I think what we are basically getting at, is finding out 
it anybody is in charge of screening people who come in and take 
over somebody s life. We feel that there should be. I think all of us 
as citizens feel there should be. But I can assure you that those of 
us on this committee know that there should be. 

Mrs. Summers. Right. 

The Chairman. And we are going to hsar from the Administra- 
tion witnesses on why there isn't some means of establishing the 
guidelines, and requirements that must be met before an agency 
sends somebody into a home? In your case, you're not using Medi- 
care. 

Mrs. Summers. No, sir. 

The Chairman. In your case it's the insurance company. 
Mrs. Summers. Yes, sir. 

The Chairman. But, you know, the insurance company looks to 

Government just like the rest of us do 

Mrs. Summers. That's right. 

The Chairman [continuing]. And says, "Who is the referee?" 
And we are going to find out who the referee is and why the refer- 
ee isnt there to establish regulations for sending aides out to help 
somebody who is helpless. 

Mrs. Summers. I called the insurance company over the exces- 
sive price to tell them what had hap^ned, and they thanked me 
very much and said, If more people would be like you, we could 
control this situation. 
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The Chairman. All right. Well, you are helping. You are helping 
very much, Mrs. Summers. Thank you very much for excellent tes- 
timony. 

Mrs. Summers. Thank you. I appreciate your concern. 
The Chairman. Thank you. 

STATEMENT OF NILDA GRUDZA, RESIDENT OF THE STATE OF 
PENNSYLVANIA 

The Chairman. Our third witness is Mrs. Grudza. 

You may sit right there, Mrs. Grudza. You have already been in- 
troduced to the committee by Senator Heinz. He said you are from 
Pennsylvania. I don't know whether he mentioned Philadelphia or 
not, but you are from Philadelphia, are you not? 

Mrs. Grudza. Yes. 

The Chairman. Will you tell us your circumstances? 
Mrs. Grudza. OK. 

The Chairman. And would you get close to that microphone so 
everyone can hear you? 

Mrs. Grudza. OK. Yes. My name is Nilda Grudza. I am an only 
child. My parents are Jennie and Morris Buccello, and they have 
been living with us about 2 years. When I say "we," I mean my 
husband and two grown sons. 

My mother is 75 years old, and she has Alzheimer's disease. She 
is barely ambulatory and is incontinent, having been in diapers for 
about 4 years. She will at times feed herself, but now she doesn't 
always do that. Other than that, she has to have everything done 
for her. She doesn't communicate. 

My father is 84 years old, and he is a diabetic. He requires insu- 
lin shots. He is a heart patient. He has had two heart attacks. The 
biggest problem now is that his heart is greatly enlarged and it 
causes him to go into heart failure very often. It seems the episodes 
of heart failure get closer and closer. He is partially blind. He has 
glaucoma and cataracts. He has rheumatoid arthritis, and he is 
also hard-of-hearing. He has needed skilled care and therapy at 
various times after the different hospitalizations. 

I am the primary caregiver, and we have been taking care of my 
parents since my father's first heart attack 15 years ago. With the 
passing of time, the responsibilities have greatly increased. I have 
used home health aides at various times for a period of about 4 
years, and some of the problems that I have experienced are as fol- 
lows: 

One time during the hottest week of that particular summer— 
my mother ended up in the hospital due to a case of severe Rehy- 
dration because the aide did not give her enough liquids and told 
my father not to do so because it was too much of a mess for her to 
clean up when she came back in the morning. 

I didn't instigate any action or anything like that against the 
agency, but I did inform them as to what had happened. I felt that 
I should tell them this. And when my mother came home from the 
hospital, I called the agency to resume service. I was told that my 
mother had been dropped. They didn't bother to give me an expla- 
nation and they had not bothered to let me know during the period 
that she was hospitalized that they were going to drop her. 
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Another time, hiy mother was impacted-it was a bowel impac- 

tell me that she hadn t had a bowel movement for quite a while. 1 

£, U r?i°£ i*?*™** brou g h * m y mother home to b2 with me, and 
during that time she moaned in pain for 5 nights 

f^M^-^J"^ ™J m ?fe around and would yell at her 
for not doing what the aide said. My mother is incapable of follow. 

SLlrtu T*' and i 8 5 reami , n S at her would really have no good 
effect other than just to frighten her and confuse her. She his a 
very docile, sweet nature. She has never become violent or aggres- 
sive and my father did tell that aide at that time not to treat my 

mhSated Way ' n ° Ut ab ° Ut lt ' 1 had ner services ter 

A lot of times my mother would have bruises on her, particularly 
her arms. Her skin often had sores and scratches on it She has an 
f°mach, and the area under the stomach would become 

a ikfn ^nSt V n a l™l odor due to improper washing. She also had 
a skin condition which was diagnosed as pemhigus, and this would 
occur frequently. I am not really certain that this was due to Im- 
proper washing, but I do know that in the time that she has been 
living with us she has only had this condition flare up one time, 
and it was very minimal. ' 

They didn't wash her feet or her hair. They didn't clean her fin- 
gernails or toenails. They wouldn't do thinp like these things I 
would have to do these things. I know they Ire not allowed to cut 
nails. And one aide rarely, if ever, used soap to wash my mother. It 
d^LT^T 011 "to* her in the tub aJ hS her 

Z^'a^ tna * was . lt - basis for this is because the bar of soap 
provided wasn t going down. The only time it seemed to be used 
was when I washed my mom. So I assume she wasn't using the 

There was another incident where an aide wasn't feeding my 
mother. My mother became very weak, and upon questioning my 

sCcted to She WaSn 4 getting fed * e Wfl y she wasTn^ 

There were other incidents as well. And I would be happy to 
answer any questions. Thank you. y 
.The Chairman. Well, Mrs. Grudza, I want to put this in the 

2Stt^?f Cti r^ The * thingB yOU spoke about > failures vou 
SJ£A« * ad ^ uat f i ca re for your mother in particular."^ 
W?nH Jf 0re y ° M br0Ught th ^ m to your h °me 2 years ago. What 
ill tlmes Pan are you talking about? Did the problems occur 
just before you brought them home? 
Mrs. Grudza No. They had been going on-as far as my mother 

B hrKe^ed^ia^° r ^ That fa a ^ oximate * *™ *»* 
The Chairman. At least 7 years? 

ru? "llJfSSSSk * An i at L the tin \ e ' 1 was irking, and I would 
run back and forth to the house. I maintained my job. After I 
brought my parents home to live with me, which was approximate. 
mat ^oTi'lV my job with the intentions of staying home to 
just take care of them. But then my circumstances changed, and I 
am back at work again, so I do need to rely on help, 
the Chairman. Well, you are now having help again' 
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Mrs. Grudza. I am having help now. It is 4 hours a day. It's not 
through an agency, though. 

The Chairman. All right. Now, your mother has Alzheimer s, 
and she is now 75 years old and is really incapable of taking care 
of herself. 

Mrs. Grudza. Correct. 

The Chairman. And needs attention all the time then? 

Mrs. Grudza. Yes. 

The Chairman. That is, constantly? 

Mrs. Grudza. Yes. 

The Chairman. And your father is 84 years old. 
Mrs. Grudza. Yes. 

The Chairman. You cannot give her much attention or much 
help, I assume. He has a bad heart condition and he is diabetic; is 
that true? 

Mrs. Grudza. That's correct. And he is in the hospital now. 
The Chairman. He is now in the hospital. When he is at home, 
what can he do? 
Mrs. Grudza. Really, nothing. 
The Chairman. Nothing. 

Mrs. Grudza. It was okay for a time because if something really 
bad happened, my father could get to the phone and dial "opera- 
tor." But it has been a tremendous concern of mine in the times 
that I havo left them because he is at the point where he needs 
somebody to watch him. 

The Chairman. Yes. I see. I can understand that. During the 
roughly 5 years when your mother and father were not at your 
home, how much home care did they have? Was it for 8 hours, 10 
hours a day, or how long? 

Mrs. Grudza. My mother would have needed care around the 
clock if it hadn't been for the fact that my father was there and he 
was better then. It's hard to put in terms of hours. We had differ- 
ent situations occur. We had an aide that would come for a time in 
the morning and then come back in the afternoon, in between I 
would run back and forth and my sons and my husband helped. We 
would take turns going back and forth. I am sorry I can't be exact 
as far as the actual time. 

The Chairman. How much did this cost? 

Mrs. Grudza. The first aide that we had was after my mother s 
hospitalization for the dehydration episode mentioned previously. 
The social worker at the hospital called me and referred an agency 
to me. At that time the State paid a percentage, and my father was 
required to pay the rest. The State was paying two-something an 
hour; my father was paying four-something an hour. 

The Chairman. Have you had assistance? Did the State pay part 
of the bill? Have you had any assistance out of Medicare? 

Mrs. Grudza. No. The only assistance we have had as far as 
Medicare is concerned are the times when my father came home 
from a hospitalization and needed skilled nursing care. Thev would 
come out, check his vital signs, and so forth, and leave. That was 
for a temporary period of time. 

I have not been able to get any kind of assistance at all as far as 
my mother is concerned because she has Alzheimer's, and you 
cannot get any benefits at all for her needs. If Alzheimer's is men- 
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Sriuu g6t /, ny , hfelp 88 far 33 the financial of it goes. 
I tried to gf, therapy for her ohe time. I felt that since I was work- 
ing, it would be good to get a therapist to come out to wrhaos 
move her arms and, legs to help the muscles, perhaS £ 
them from deteriorating, so I inquired about it, and the? 3 
to nav feJM^ g 1 *" .? e the / a P^ you want, but you ntve 
wiffr^^^SeS 0 "* ^ f ° r ***** 88 far 88 8he 

it,?ou are A ^Xg N i W ain Wh ° " *" the ^ ** 1 - deratand 

Mrs. Grudza. Yes. 

The Chairman. And you need somebody just for 4 hours a H«v? 

Mrs Grudza. Well, that is the way it & teen up to now 
am not going to be able to continue tLt way beSuS right now my 
come'hel-e" 617 * 3 ""^ ° f We ^os^eSt abTe to 

The Chairman You said he is in the hospital right now? 

Mrs. Grudza. He is in a hospital and he took a turn for the 
worse I am not going to be able to continue that way I^n either 

orb?thefe a mySlf. lre the 6ntire time that 1 « «5 

hora? CHAIRMAN - Are y° u Pay* 1 * the entire bill for the help at 

Mrs. Grudza. We are paying for all care, 
ine Chairman Are you getting State assistance? 
. Mrs. Grudza. No. There is no assistance. Most of the monev that 

tlrfStnT H? °ii thing 're* fr0 ™ ^ 

urement lunds. He is a retired railroader. And since thev ar P 

hying in our house, we assume a lot of the expenses but mLtTf 

his money goes for the payment of aides and s?ST ° f 

rightnow? IRMAN ' y ° U teH US r ° Ughly what that costs P" hour, 
having SeTp to r r ally ' h ' S $5 °° 3 m ° nth f0r What 1 have ■*» 

deStand HAIRMAN ' WHiCh iS ° nly ab ° Ut 4 0r 5 hours a ^ 88 1 un " 
Mrs. Grudza. It's 4 hours a day. 
The Chairman. Four hours a day. 
Mrs. Grudza. That's correct. Yes 

The Chairman And this is going to have to be increased? 

Mrs. Gkudza. Yes, it will. 
.J™ Chairman. And are you getting whoever is helping you at 
home with your parents through an agency or not? 

Mrs. Grudza. No. No. 

The Chairman. Is there a reason for that? 

havfhST^ K YeS ' S er6 -!f- Be . cause the worst experiences that I 
have had have been the aides that were sent fromagencies And 
one of the biggest things is they tell you that theTwThavl'a Tr<J 
placement if the person cannot come out to the houS for weather 
pfactmenr bUt 1 ^ neV6r 0nCe had thfm s^nTa r" 

When I was working the "no-shows" occurred frequently The 
S-^^'T ? here this happened, was about " 2% week 
period in which my father would calf me at 12 or 1 p.m., each d?y 
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The aide was to have been there, at about 8 in the morning. He 
would wait. No one would call him. No one would call me to say 
that there was no one coming to the house. 

My father would call me at work and say, "Nobody came to take 
care of mom." And then I would punch out, go home, and take care 
of my mother myself and do what I had to do, and then I could 
either come back to the job or else just stay at home for the rest of 
the day. 

Now, the only reason that I could do that was because I worked 
in a doctor's office and had the kind of job where as long as I got 
the work done it was OK. I was responsible for certain things, but I 
really had to put pressure on myself to get everything done. I had 
to do my job and my responsibilities in a lesser amount of time to 
make up for the time lost in caring for my mother. 

The Chairman. Thank you very much, Mrs. Grudza. Your de- 
scription of what is needed to take care of your parents is very 
lucid and very understandable. I hope you are successful, and we 
will try to be helpful on this end to ease the way so that people 
like yourself and your parent and others throughout the country 
might have a better shot, a better chance. 

Mrs. Grudza. Thank you very much. 

The Chairman. Thank you. 

We are going to hear from providers of home health care now: 
Mrs. Cathy Beard, registered nurse from Virginia; and Mrs. Bar- 
bara Lutton, a registered nurse from Michigan. 

Ms. Beard, I believe you are first. Please proceed. 

STATEMENT OF CATHY BEARD, REGISTERED NURSE, FROM THE 
STATE OF VIRGINIA 

Ms. Beard. I am a registered nurse who, having moved from 
California with experience only in the hospital setting, found em- 
ployment with a home health agency and worked in two capacities, 
initially as a visiting nurse. Having become very disillusioned by 
that aspect, I then began working private duty with patients in the 
homes. Subsequently, I went to work for a second home health 
agency, hoping that the conditions would be somewhat improved, 
and found out very quickly that that would not be the case. 

There have been a number of incidents that occurred during the 
total of 2 years that I have actually done private duty nursing. The 
second agency for which I worked hired me with no interview. I 
filled out an application in April, heard noth'ng from them until 
August when, one day the telephone rang, and I was told that I 
was needed immediately. They only had verification that I was a 
registered nurse. 

I was told by telephone to go to a cer*a±n address, meet a patient 
who was being transported home by ambulance from the hospital 
with terminal cancer and a gastrostomy tube requiring a pump, a 
continuous feeding pump in order for him to get the required nutri- 
tion. 

I had assumed that I would be met by a field supervisor who 
would assist in setting up the patient equipment. This required set- 
ting up a hospital bed, a tremendous amount of supplies, not to 
mention the feeding pump. The patient arrived home via ambu- 
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lance with no one to assist. I arrived at the same time, and this, 
keep m mmd, was having been hired by an agency that never had 
laid eyes on me. 

I had no charts. I had no protocol for which to set up this cast*, 
lie arrived home with a tube feeding pump which was an engineer- 
ing nightmare and I spent 2 hours of concentrated effort with 
many mistakes in order to figure out its functioning. There were 
^ many incidents with the tube feeding pump when the patient in- 

stead of receiving a controlled amount of tube feeding over a 24- 
hour period, a whole liter of tube feeding dumped into his stomach 
all at once, caused by inept nurses. He was dying of cancer of the 
esophagus, which had since metastacized through his entire intesti- 
nal tract. 

The Chairman. Was there family there? 
Ms. Beard. A wife. 
The Chairman. A wife. 

Ms Beard. A wife who at first had a great faith that the nurses 
would come in and care for her husband. She became disillusioned, 
which is always the case, and frightened. There were several addi- 
tional incidents in this particular case, one in which the gastrosto- 
my tube plugged. In order to unplug a gastrostomy tube, one uses 
irrigation suction with a sterile syringe. The agency refused to 
bring me an irrigation set, saying that it could wait until the next 
day. Now, this patient was emaciated, and in my view could not 
survive 24 hours without nutrition. So I was forced to improvise 
with an oven roast baster and tap water, which fortunately was 
successful. We were able to resume his tube feedings. 

The Chairman. Ms. Beard, how long have you been a nurse? 

Ms. Beard. Six years. 

The Chairman. Six years. 

Ms. Beard. Yes. 

The Chairman. And you were hired by this agency over the tele- 
phone/ Do I understand your correctly? 

Ms. Beard. Basically, yes. I had been to the agency and filled out 
an application and handed it to a receptionist. 

The Chairman. Oh. Had you identified yourself as a registered 
nurse by any documents, or was it just your word? 

Ms. Beard. They did see my valid Virginia registered nurse li- 
cense. 

The Chairman. All right. Then you were called on the telephone 
and engaged for this particular patient. 
Ms. Beard. Yes. 

«r Th ?, P HAIRMAN You were only one nurse of several, I suppose? 
Was this around-the-clock nursing? 
Ms. Beard. Yes, it was, sir. 

The Chairman. So you were one of four or five that patient 
would see m a week's time? 
Ms. Beard. It was far more than four or five. 
The Chairman. It was more than that? 

Ms. Beard Far more. A parade of strangers in and out of their 
lives. Normally, in the run of a 7-day, 24-hour-a-day period, there 
may be 15 different nurses sent on a case who know absolutely 
nothing about the situation and depend entirely on the preceding 
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nurse for a very brief and usually inadequate orientation to the 
case. 

One afternoon^ I was relieved by a nurse who was clearly inebri- 
ated or under the influence of drugs. She was incoherent, could not 
concentrate, and had a very glazed look on her face. I called the 
agency and reported her. They did nothing about it, and she was 
sent back the following day, and in my opinion would probably 
have continued ;o be sent back except that the family called and 
refused to have her back. 

There were many incidents of nurses that did not show up, who 
didn't call, didn't report that they would not be coming. 

The Chairman. Is this all on this one patient? 

Ms. Beard. No. 

The Chairman. This is your experience. 

Ms. Beard. This patient and many other patients. Yes. The same 
scenario time and time again. One morning when I arrived for 
work, I found out that the night nurse had left 2 hours previous to 
my arrival. 

The Chairman. Who paid you? 

Ms. Beard. The agency. 

The Chairman. Just one agency? 

Ms. Beard. Two agencies for which I worked. 

The Chairman. You had experience with two agencies? 

Ms. Beard. Absolutely. 

The Chairman. Let's see, are you from Michigan? 

Ms. Beard. No. From Virginia. 

The Chairman. You're from Virginia. 

Ms. Beard. Yes. 

The Chairman. So in both instances they were Virginia agen- 
cies? 

Ms. Beard. Yes, they were. 

The Chairman. Who do you think should be in charge? Who 
should correct the agency? 

Ms. Beard. Within the agency th^re has to be an organizational 
restructuring, but I believe there should also be an independent 
Government-appointed agency to assess situations. 

The Chairman. Do you know who paid the agencies? Where did 
the money come from that paid them? 

Ms. Beard. Well, when I was there as a visiting nurse, the main 
thrust of our patients was Medicare and a few Medicaid patients. 
The private duty sector was paid primarily by private insurance. 

The Chairman. By private insurance. 

Ms. Beard. I believe so, yes. 

The Chairman. Well, it's the same agency that handles a variety 
of patients, and so the payments to cover all that comes from a va- 
riety of sources; is that right? 

Ms. Beard. A variety of sources, including the patients them- 
selves when their insurance benefits expire. In fact, there was a sit- 
uation in which the agency refused to provide care for a patient 
with muscular dystrophy who had a tracheotomy and was on a 
ventilator, until the wife arrived a week in advance with a check to 
pay for the following week's care. If they did not arrive with the 
check, they did not get the care. 
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The Chairman. You worked for two different agencies, and nei- 
gram? ne * trammg Program or an indoctrination type of pro- 
Ms. Beard. Oh, absolutely not. No screening whatsoever 
1 he Chairman. No screening? 

Ms. Beard. No. One of my first cases with one of the aeencies 
was a ventilator patient who had Lou Gehrig's disease, ilso Alzhei- 
m ^L disease ' 1 had never had any ventilator training 

1 he Chairman. You were assigned to do that? 

triSnS^Vu f3C u 40 thi , S - day 1 sti11 had no formal ventilator 
training and I have been taking care of-ventilator training and I 
have been taking care of 

The Chatrman. Is there any preliminary to say to you, "Mrs 
Beard, we are going to send you out, and you're going to take care 
of a patient who needs a respirator"? Isn't therf any kind of-- 

Ms. Beard. Orientation? 

*J£?£ HAJRMA ?- Orientation or the simple question, "Are you up 
to it? Have you had experience?" v 
Ms. Beard. No. 

The Chairman. There was none? 

Ms. Beard. No. 

The Chairman. None at all? 

Ms. Beard The only training that one would get would be the 
training insisted on by the family because-I presume-the agency 
would have to pay the nurse for the time that she is in training 
which is not cost effective. So they don't train the nurse Insurance 
care Statton reimburse the ^ encies for time ™ training and 

The Chairman. Do you think that's it? 
Ms. Beard. I do. 

tv,3^L^ IRMA - N - In 0ther words ' it>s onlv for time on the job that 
the agency receives some money? 

Ms. Beard. Precisely. 

The Chairman. How much did you get per hour? 
Ms. Beard. $12. 
The Chairman. $12? 

Ms. Beard. $10 if it were not a ventilator case: $11 if it were 
And in one case I was offered $12 an hour in the same case where 
mu nS o rance com P an y was being billed $45 an hour. 
The Chairman. $45? 
Ms. Beard. Yes, that's correct. 
The Chairman. There is a little margin in there. 
Ms. Beard. Somewhat. 
The Chairman. $12 to $^5, $33 an hour 
Ms. Beard. Yes. 
The Chairman. All right. 

STATEMENT OF BARBARA LUTTON, REGISTERED NURSE, FROM 

THE STATE OF MICHIGAN 
The Chairman. Ms .Lutton, have you had similar experience? 
Ms. Lutton. I have had some similar experiences 

Chairman. Can you draw that microphone close to you' 
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Ms. Lutton. I am listed as an in-home health provider, and that 
is a little off of what I really do. I am employed by the Area 
Agency on Aging in southwestern Michigan, and I am a case man- 
agement supervisor, in that I go into the homes of older people who 
are at risk of nursing home placement, and do an assessment and 
arrange services that would allow them to stay at home. 

The services that are needed are a full range of services, and in 
that we then broker those services from the different agencies in 
our area and then monitor the care that is given by these agencies. 

I have seen similar incidents as what you have already heard 
about. We had one particular c&sp where we had a client who I ad 
a severe statis ulcer on her ankle, and after some weeks of having 
the nurse in there on a daily basis to change dressings, the case 
manager went out herself to look at the situation, and saw that the 
ulcer, instead of getting better, had increased in size and was much 
deeper than it had been previously. 

In looking at what was done for the patient, the medication that 
was being used was something that would actually have made the 
ulcer worse because of the condition of it. The doctor had not been 
fully notified of what was going on. At the insistence of the case 
manager, the doctor was informed and a change in care was initiat- 
ed. 

We have seen similar different kinds of problems of what you 
have already heard about. We were called into one particular case 
where a home health agency had been involved for a period of 8 
months, and when getting there, the home health agency had 
gotten the Medicare denial the week before, and so even though 
they had already received over $12,000 in payment for their nurs- 
ing and nurse's aide visits, they had refused to even make one 
more visit. And at that point the man had developed a respiratory 
infection, but because Medicare had pulled out, they wouldn't con- 
tinue even until we were able to get out there. 

What they had been doing for all those months that they were 
getting paid for was very difficult for us to see. The initial diagno- 
sis that the patient was being treated under had been cleared up 
many months before, but as long as these agencies can continue 
documenting anything, they will stay in tho cases. 

The Chairman. Ms. Lutton, had you seen that patient prior to 
the instigation or the hiring of that agency to provide the home 
health care? 

Ms. Lutton. No, we hadn't. 

The Chairman. Would that have been normal for you to have 
seen that patient, though? 

Ms. Lutton. Well, in a lot of cases we do see the patient first. 
You know, that's what the ideal situation is for us to set up the 
services at home when the patient leaves the hospital and arrange 
those services. We would go in and look at what was actually 
needed for the patient and broker those services from the agency. 
We would set up the frequency of the visits, and then we would 
monitor those visits. Also, when it was appropriate for the nurse to 
no longer be involved, we would cancel the services. 

The Chairman. Well, in that case, you hadn't seen the patient. 
But Medicare— was it Medicare? 

Ms. Lutton. Medicare. 
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e Chairman. Medicare was involved. In other words, how 
™?l ™ e * lcare Pate"** Hke this, home health care patients, do 
MfchS? Percentage in-did you say-southwestern 

Ms. Lutton. Southwestern Michigan. Yes. The clients we see are 
and°82 r average age of our clients is between 80 

The Chairman. Yes, but what percentage do you see before 
something is established by an agency to take care of the need' 

Ms. Lutton When we initially started the program, 70 percent 
of our referrals were that type of referral. But the numbers have 
decreased down to around 30 percent due to the fact that the local 
hospital now has formed a home health agency and they refer di- 
rection to their home health agency, and the home health agency 
then provides all the Medicare services to the full extent that they 
Ca rL an n y sometimes refer them to us at a later time. 

the Chairman. Well, then you are really seeing only a verv 
small portion of them now, less than a third 

Ms. Lutton. Yes. Yes. But even in the cases I have seen-and I 
think I would be remiss in not mentioning the fact that all home 
care is not a nightmare. 

* J he r HA | R ^ A ?- °A' we understand. The cases we have seen 
today, twank God, while occurring all too often, are not the run-of- 
the-mill cases, are they? 

Ms. Lutton. No, they're not the run-of-the-mill. But they do 
occur, you know, all too often. y 

One of the other problems that is very frequent is overserving 

S P w Pr w ? erV1Ce ,- ^ e see cases where home health agen- 
cies feel that what is needed m particular cases is what is available 
in their agency and what is most profitable to them. I can think of 
one particular case where I went in after the fact again and found 
i ™ m n n h 2 d 3 massive CDA that was very disabling, had 

S t Ttf^' th . erapy in tne home - 1 didn't understand 
why. In fact, I thought perhaps his wife, who was elderly, might 
even be confused about what they had received 

I called the home health agency and the home health agency in- 
formed me that they didn't have physical therapists that went to 
stead P area ' 550 they S ave nim occupational therapy in- 

The Chairman. Are you telling me , Ms. Lutton, that this occurs 
very often, infrequently, or what? 

Ms Lutton As far as Medicare, serving for Medicare inappro- 
pn £,Z' 1 would sa y th at occurs very, very often, yes 

The Chairman. Like half of the time? 

Ms. Lutton. 1 was talking to Cathy before this meeting and she 
had a couple of stories that she was filing that would further il- 
lustrate what happens. But you know, I was told by an R.N. from 
my area, you know, ideally what should happen in these cases is 
the nurse goes to the home when the patient is discharged. She 
looks at the situation and decides in consultation with the doctor 

m ii frequency of her visits should be there. 

Well, she was telling me that before she ever visits the patient, 
the administrative R.N. tells her how often she is going to be there 
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by the maximum that Medicare will reimburse. This is the usual 
operating procedure. It isn't something unusual. 

The Chairman. In other words, the dollar comes first and the 
dollar comes through Medicare. 

Ms. Lutton. That's right, they're gone. 

The Chairman. And when the dollars run out, "To hell with the 
patient"? 

Ms. Lutton. Yes. And in those cases, then sometimes they get 
referred to us and we do have some money under the Older Ameri- 
cans Act that we can provide a certain amount of services. But the 
ideal is for us to be able to look at the picture before the nurse 
ever gets there and set up how often they should be going in. 

We have two, we're down to two agencies in the area where we 
are now, and those two agencies are both telling us now — well, one 
particular case here a while back, I needed to have blood drawn 
and there wasn't a mobile lab to draw blood in that area. So I had 
to call the home health agency to come out to draw the blood. 

The Chairman. Now, this is the agency that is run by the hospi- 
tal? 

Ms. Lutton. This particular one was not, no. 
The Chairman. All right. This is the separate one 
Ms. Lutton. Yes. 
The Chairman. All right. 

Ms. Lutton. But all of the agencies will tell you they cannot 
make a one-time visit. So if they come out to draw blood they then 
have to make multiple visits. And so to do that, some type of moni- 
toring, teaching, something is fabricated to allow continued Medi- 
care payments. 

The Chairman. So you have got two agencies that you are talk- 
ing about. One is a private agency; is that right? 

Ms. Lutton. We have two agencies in our area now. Previously 
we had many. Our program has been in existence for 4 years, but 
because of the fact that the hospital now has their own home 
health agency, all of their cases are funneled to their own agency. 

The Chairman. Well, is that a good agency? 

Ms. Lutton. It's just like all the other agencies. You know, I am 
not here to say bad things about that agency. 

The Chairman. What do you mean you re not here to say bad 
things? You are telling us bad things about them. Now I am trying 
to separate out which agency is bad. Are they both bad? Is the one 
from the hospital a good agency or not? 

Ms. Lutton. The two agencies that are left in our area, I consid- 
er them both to be adequate agencies. They are typical agencies. 

The Chairman. Well, is that good or bad? 

Ms. Lutton. All agencies have good and bad. 

The Chairman. Good and bad. 

Ms. Lutton. Right. You know, I have seen much very good pro- 
fessional care; I have also seen some incidences of poor-quality 
care. I have seen nurse's aides that don't show up and don't bother 
to call. You know, when you get one to two baths a week, your 
nurse's aide not showing up is a big deal. You know, these family 
members that you have heard talk about what they go through to 
try to take care of their family, the family members depend upon 
that homemaker. They depend upon that home health aide being 
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there on specific days. There are supposed to be days when some- 
one else is there when they don't have to. 

The Chairman. Ms. Lutton, you only look at 30 percent of the 
te * u need jK>m e care - That means the other 70 percent are 
looked at by somebody else. Two agencies are involved. One is run 
by a hospital. You are telling me that there is good and bad in both 
of these agencies, including the one that is run by the hospital 

Who is m charge of all this? You are not in charge. You only see 
30 percent of them. Is there anybody in charge? y 
,;.c S ; ; K U r° N ' ^ e m ? I H t oring of what is going on in these agen- 
sriences administrators of the agencies and their con- 

The Chairman. And their consciences. In other words, the ad- 

Sychicfe h ° me h6alth C3re 3genCy iS in Charge ' and 
Ms. Lutton. Not as far as I know. 
The Chairman. All right. 
Ms. Lutton. I really don't know of any other. 

A ™ MA "' Ther , e is no Procedure where, in your area, 
southwest Michigan, where you look at any home health care 
£ is ^ P^ce? You see 30 percent of them before they 
mL t P D °e y0U ^ ver see of them after it has been set up? 
Ms Lutton. Sometimes yes. We go in after the fact many times. 
The Chairman. Well, what triggers that? 
Ms. Lutton. Usually, when the Medicare money is gone 

to mrthe I gap MAN ' m ° ney ° Ut ' 3nd somebod y has 

Ms. Lutton. Yes. 

The Chairman. Has to come in and provide the care 
Ms. Lutton. Yes. 

?, HAIR 1 AN / Can a patient, if they are capable, call somebody 
to say, I am just not getting along. I am not getting the right kind 
of care I am just not making it"? Is there anybody w call? 
Ms. Lutton. Not that I know of. 

The Chairman. Could the family call somebody? Maybe they 
have more time for the telephone or handle the telephone better 
Could the tamily call somebody? 

Ms. Lutton. There is no one that I know of. 

The Chairman Thank you. That is a sad situation. 

benator Burdick, do you have any questions? 

Senator Burdick. I have one or two, Mr. Chairman. 

Welcome to the committee. 

Ms. Lutton. Thank you. 

Senator Burdick. I presume I will address this question to both 
ot you since you are together, or singly, whatever way you want 
r»ai,«f o CUrre j n y - - e a - nursin g shortage in many areas of North 
Dakota and primarily in acute-care settings. Are you finding that 

of Practice?"" 1 ° l nUrS6S 3re pursuing home health as ™ area 
Ms. Beard. You said adequate numbers? 
Senator Burdick. Yes, that's the word, "adequate " 
Ms. Beard. I believe that a great many of the people who pursue 
the home health aspect are nurses who have become disenchanted 
Dy the profession, professional burnout, nurses who are transients 
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nurses whose first priority is family and homemaking, and who 
choose to make a minimal commitment to health care. 

Hospitals require tremendous dedication and a lot of time, not to 
mention weekends, night shifts, and so forth. The appeal of home 
health care is that nurses are recruited on the promise that they 
can work whatever shift whatever day they want. They interpret 
that as, in my view and from my experience, meaning that there is 
an army of nurses standing in the wings ready to go in and take 
the shift that they have decided they don't really want. 

In other words, they make a commitment to work a shift, and for 
whatever reason, they don't show up. There is an attitude/ respon- 
sibility problem on the part of registered nurses, a serious lack of 
commitment to giving good, adequate care. And I think that is why 
nurses are deserting the ranks of the hospital, which have much 
more stringent controls, to work in the homes, where they can do 
their own thing without supervision. 

There is no supervision. There is an occasional supervisor who 
drops by, possibly once every 2 to 3 weeks, asking how it's going. 
You say, fine." The supervisor leaves some time slips, and is gone. 

Senator Burdick. Then, in answer to my question, there are ade- 
quate numbers? 

Ms. Beard. Yes. 

Senator Burdick. But not adequate in the way it's managed? 

Ms. Beard Correct. 

Senator Burdick Is that correct? 

Ms. Beard. Correct. 

Ms. Lutton. I have no answer for that. I really don't know if the 
home health agencies in our area are having problems recruiting 
enough nurses or not, Senator Burdick. 

Senator Burdick. There have been many major changes in the 
!v^alth care system resulting in many elderly patients being dis- 
charged from the hospitals to their homes, ^quicker and sicker." 
What do you think are the major impediments to providing high- 
quality care in the home stating? Either one or both of you may 
respond. 

Ms. Lutton. Well, the only solution that I can possibly see is 
some type of monitoring device that is put in place, and this has 
got to be someone that is actually in the home, someone that has 
no financial gain as far as what services are recommended and 
what services are set up, anJ someone that has control over what 
is reimbursed and what is not . Bimbursed. 

It seems like a strange system to me right now that has a shop- 
keeper deciding what quantity and what quality of merchandise his 
customer needs, and that is what is happening in the health care 
system now. 

Senator Burdick. Well, you are really referring to the supervi- 
sion, general management. Is that what you are saying? 
Ms. Lutton. Yes. 
Senator Burdick. It is lacking. 

Ms. Lutton. Yes. I am saying that someone has to go in and look 
at those cases and tell the home health agencies what is needed. 
Someone has to go back and monitor that what was ordered is in 
place, and someone has to follow those cases as long as the home 
health agencies are involved, and it needs to be someone independ- 
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ent of the home health agencies, that has no financial gain in de- 
ciding that a nurse is needed every day or a nurse is needed only 
once a week or a ph; «ical therapist is needed by this patient. 

We had some ca&js in another county where we had opened 
them to maintenance services with money under the Older Ameri- 
cans Act to homemakers and home health aides, but we purchased 
those services through one of the agencies in that county. Repeat- 
edly, they would call and say that they thought that they could put 
a nurse in there for us. It wasn't that this patient has had some- 
thing acute come up that needs a nurse, it's something, "We think 
we can justify a nurse." Repeatedly, we were arguing with them 
about adding services that really were not needed 

Senator Burdick. Now, you testified that there should be some- 
one to do these things. Who is that someone? 

Ms. Lutton. Well, the area agencies on aging now— not all of 
them, but a large number of them— do have care management pro- 
grams such as ours. This is what we have tried to do in the area in 
our area. But we have worked on a cooperative basis, and some- 
times if you try to limit the amount of service that a health care 
provider is sending in theie, the cooperation gets rather thin. 

Then there are cases, too, when we nee'' to be able to assure that 
provider that you will, yes, get paid for this. In the case of a situa- 
tion where the health care providers are all telling us they can't go 
in because they are not going to get paid for just one visit, I have 
to go for I weeks, three times a week. We need to have the right to 
say. You will get paid for this one visit. Come make the one visit. 
That is all that is needed. 

thf subject? URDICK ' MS * Beard ' d ° y ° U haVe anythin S to sa y ab o ut 
Ms. Beard. I also believe that there needs to be an independent 
nomtoring agency. We need to legislate for minimum standards 
within the home health care industry, ongoing training, updating 
ot skills for nnrses, matching nurses' skills with patient needs, case 
orientation, and the basic screening of nurses, testing for skills, 
with a tull-time field supervisor whose primary 'unction it would 
be to monitor home cases. 

Senator Burdick. Well, this full-time field supervisor, who would 
they be responsible to and who would provide for them? 

Ms. Beard. I believe that it would be the responsibility of the 
agency to employ the field supervisor who would be overseen, per- 
haps, by an independent agency in addition to his or her private 
tor-profit agency. Bui there does need to be an independent over- 
seer. 

u 14 £TAT lar # e ,'. p ^ oflt * makin S industry, v iich hires nurses who 
have R.N. behind their names, that being all this industry is con- 
cerned with is profit. 

Senator Burdick. Well, the question I have asked both of you 
witnesses this morning falls under one category. There seems to be 
a lack of supervision. 

Ms. Beard. True. 

Senator Burdick. Thank you, Mr. Chairman. 
The Chairman. Thank you, Senator. 

I am going to make an assumption, and if I am wrong, please 
correct me. What you are saying is that somebody ought to be in 
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charge^ and it either has to be the Federal Government or the 
State Government. We have heard from five different States today 

that were not in charge 

Ms. Beard. Right. 

The Chairman [continuing]. And obviously the Federal Govern- 
ment is not in charge. Now, can you just tell me yes or no: Do you 
believe it ought to be State Government or Federal Government? 
You can t say yes or no to that, but just say State or Federal. Do 
you believe it ought to be State Government? 

Ms. Beard. I believe it should be— no. 

The Chairman. What should it be? 

Ms. Beard. Federal. 

The Chairman. Federal. 

Ms. Lutton. I believe that is the only way it would be uniform 
for it to be— it has to be the same everywhere, the same type of 
monitoring. So I guess I would have to say it would be Federal. 

The Chairman. All right. I guess we can't shirk our duty here. 
We are the Federal Government in this room and throughout all 
this surrounding area here on Capitol Hill. I think you are right, 
Ms. Lutton, it has got to be uniform between the States, and so I 
guess the responsibility starts with the Federal Government. 

I want to thank both of you for your testimony. We are going to 
hear from the Administration, the Executive Branch of the Federal 
Government, as our next witnesses. 

Thank you both very much for providing us your own experience 
and your own obviously professional opinion on these matters. 

To testify for the Administration is the Deputy Commissioner on 
Aging, Administration on Aging, Mr. Charles Wells; and the Asso- 
ciate Administrator for Operations in th; Health Care Financing 
Administration, Mr. Louis B. Hays. 

Let's see, Mr. Wells, would you swing a little bit over to the 
center? Gootf Thank you. 

I believe we will hear from you first, and please summarize as 
rapidly as you can. 

STATEMENT OF CHARLES WELLS, DEPUTY COMMISSIONER ON 
AGING, ADMINISTRATION ON AGING 

Mr. Wells. Good morning, Mr. Chairman. I am pleased to have 
the opportunity to discuss the Older Americans Act and the role 
which the Administration on Aging is playing in providing home 
care services to America's elderly citizens. 

The Administration on Aging is proud of the contributions made 
by the national network of State and area agencies on aging to im- 
prove the quality of life for all older Americans. The programs sup- 
ported under the act are meeting a number of social, nutrition, and 
health-related needs of older Americans. In particular, State and 
area agencies on aging are addressing the needs of large numbers 
ot vulnerable older Americans who are in need of home care serv- 
ices. These agencies have made great strides in enabling older 
Americans to remain independent as long as possible. 

More than 149 millioi congregate meals were provided for older 
persons and their spouses. Another 79.8 million meals were provid- 
ed to homebound elderly. Supportive services were provided to 
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more than 9 million older Americans in the broad categories of 
access, m-home, and legal services. And finally, a wide range of 
services, many of them in-home services, were also provided to el- 
derly Indians under Title VI of the act. 

The Administration on Aging has also provided support for a 
range of research, demonstration, and training activities focused on 
home care for the vulnerable elderly. This effort includes a large 
number of projects designed to help families and other persons who 
care for the frail and impaired elderly in their homes and commu- 
nities. For example, 22 demonstration projects are developing 
model Statewide and local dissemination campaigns to inform and 
educate caregivers about the most effective way to carry out their 
difficult tasks. 

Eleven demonstration awards are now widely disseminating 
knowledge about elder abuse and demonstrating Statewide efforts 
to prevent and treat this problem. Fifteen demonstration awards 
are drawing special attention to the needs of Alzheimer's patients 
and their family members and caregivers, focusing on respite care 
models, family support groups, caregiver training, and improved 
family-based care. 

Finally, we have devoted m^jor resources and energies to devel- 
oping responsive community systems for older persons. In 16 model 
projects we are addressing such important topics as guardianship, 
post-hospital care, mental health, and community-based care. 

The Administration on Aging has alco developed a generic care- 
giver booklet designed to provide information to informal care- 
givers to vulnerable older people, particularly caregivers end con- 
cerned relatives who may live in different parts of the country 
than the older person. This tool enables them to access services in 
geographically distant locations. We have been successful in work- 
ing with a number of private-sector groups to reproduce and dis- 
tribute this guide to their employees, rheir customers, and the 
public at large. 

The Administration on Aging is also very much committed to the 
Spalily of services that are provided to older persons and thair fam- 
ilies. However, we do recognize that quality assurance for in-home 
and supportive services Evolves many complex issues. Under our 
programs. States are v A *d considerable flexibility in determin- 
ing which services a made available, how service delivery 
should be organized, i , services siiould be provided, and how 
quality should be main 

Given the wide range o social services and the variation among 
States and communities and the availability, organization, and de- 
livery of services, we feel that State and local entities are the most 
important locus for setting standards and monitoring provider per- 
formance. We have demonstrated our commitment to the issue of 
quality in home care by funding the American Bar Association 

§i'oject which resulted in the report "The Black Box of Home Care 
luahty. This report, widely disseminated to State agencies on 
aging and others, has focused needed attention on this important 
topic. r 

i The Administration on Aging is helping build on this knowledge 
oase by working to assist State and area agencies to improve the 
quality of home care for older persons funded under the Older 
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Americans Act. In this regard, we are supporting a project with the 
Ohio Department of Aging to design, implement, and evaluate a 
model quality assurance program for in-home services for older 
people. Under this effort, quality assurance standards will be de- 
signed for such services as homemaker, home health, personal care, 
home meals, and case management, and will address quality in 
terms of structure, process, and outcomes. 

A second demonstration project being carried out for the Clacka- 
mas County, Oregon, area agency on aging will replicate and test a 
local-State quality assessment program. Upon the completion of 
these projects, the Administration on Aging will assure widespread 
dissemination of these standards and encourage and assist State 
agencies in their implementation. 

Title IV education and training projects provide support for 
career preparation of health and social service professionals as well 
as continuing education, training, and staff development for profes- 
sionals and paraprofessionals who work with the elderly. By in- 
creasing the competencies of these personnel, a higher degree of 
quality care for the elderly can be provided in a variety of settings: 
hospitals, nursing homes, boarding care facilities, and in their own 
homes. 

The Administration on Aging has provided support for a number 
of training projects sj)ecifk ly focused on quality in-h me services, 
including paraprofessional training for providers of home care serv- 
ices in rural Virginia, training for rural service providers and 
family caregivers of homebound elderly at Atlanta University, and 
continuing education at New Mexico State University to increase 
the knowledge and skills of home health aides as well as managers 
and supervisors of home health agencies. 

In addition, Mr. Chairman, the Administration draft bill for the 
reauthorization of the Older Americans Act includes provisions 
that we believe will strengthen the Act in helping to assure the 
provision of quality care to those elderly in greatest need. These 
provisions include increased emphasis on services for older persons 
threatened with loss of independence who are residing at home, in 
hospitals, or in lc.ig-term care facilities. 

A second point is waivers for innovative community program- 
ming and fees for services to generate new resources and the op- 
portunity to expand the transfer of supportive and nutrition serv- 
ices funds. 

Through these and other activities, the Administration on Aging 
is committed to continue to support State and area agencies on 
aging in assisting vulnerable and frail older persons find appropri- 
ate i. ;lp and maintain their independence. We will continue to 
work toward developing and refining community service systems in 
which all of the pieces support the whole, where all of the players 
are aware of and support each other. These efforts will focus on 
strengthening the roles of State and area agencies on aging as sys- 
lei ; builders, catalysts, information referral centers, and brokers 
services. 

The Administration on Aging will continue to place emphasis on 
activities such as in-home services and to support State and area 
agencies on aging in building responsive systems of home-based 
care. In this regard, we will also assist State and area agencies to 
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become more involved in the development of in-home quality assur- 
ance standards. We believe such standards are important and 
needed In this regard, we believe that such standards must ad- 
dress the sensitivities of individual States and communities and 
can best be determined by each State in addressing its own special 
needs related to home care. 

I want to thank you, Senator Melcher, for the opportunity to 
share some of the important accomplishments of the Older Ameri- 
cans Act, especially concerning in-home care and services for the 
vulnerable elderly We thank you for your support of programs for 
the Nations elderly citizens and their families. This Administra- 
tion is deeply committed to improving the quality of life with qual- 
ity services for all older Americans. 

Thank you. 

[The prepared statement of Mr. Wells follows:] 
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STATEMENT BY 
CHARLES WELLS 
DEPUTY COMMISSIONER ON AGING 

GOOD HORNING,, SENATOR MEL CHER AND MEMBERS Or THE SPECIAL 
COMMITTEE ON AGING. I AM PLEASED TO HAVE THE OPPORTUNITY TO 
DISCUSS WITH YOU TODAY THE OLDER AMERICANS ACT AND THE ROLE 
WHICH THE ADMINISTRATION ON AGING (AOA) IS PLAYING IN PROVIDING 
HOME CARE SERVICES TO AMERICA'S ELDERLY CITIZENS. I CAN ASSURE 
YOU Of OUR COMMITMENT IN PROVIDING QUALITY HOME CARE SERVICES 
TO THOSE OLDER PERSONS IN GREATEST NEED IN OUR SOCIETY. 

THE OLDER AMERICANS ACT (OAA) PASSED BY THE CONGRESS NEARLY 22 
YEARS AGO IS AN IMPORTANT PIECE Or LEGISLATION THAT HAS BEEN 
ENORMOUSLY SUCCESSFUL IN SERVING THIS NATION'S RAPIDLY GROWING 
OLDER POPULATION. IN 1965, THE APPROPRIATION LEVEL WAS ONLY 
$7.5 MILLION. IN FY 1987/ THE OLDER AMERICANS ACT 
APPROPRIATIONS TOTAL S724.7 MILLION. 

THE ADMINISTRATION ON AGING IS VERY PROUD OF THE CONTRIBUTIONS 
MADE BY THE NATIONAL NETWORK Of STATE AND AREA AGENCIES ON 
AGING TO IMPROVE THE QUALITY Or LIFE FOR OLDER AMERICANS WITH. 
BOTH THE SUPPORTIVE AND NUTRITION SERVICES AUTHORIZED BY THE 
OLDER AMERICANS ACT . 

»Z 3CLIEV: TnAT HEv.Pi.i3 OLDER PERSONS TO REMAIN INDEPENDENT 
CAN BE ACHIEVED BEST Tn ROUGH WORKING WITH STATE AND AREA 
AGENCl r S TO B'J-LD LOOV. SYSTEMS WHICH ARE HIGHLY VISIBLE, 
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EASILY ACCESSIBLE TO OLDER PERSONS,, AND RESPONSIVE TO THE NEEDS 
Or OLDER AMERICANS, PARTICULARLY THE MOST VULNERABLE. 
COMMJNITY SYSTEflS MUST ALSO BE TAILORED TO KET THE NEEDS AND 
SPECIAL CIRCUMSTANCES OF INDIVIDUAL COMMUNITIES. THESE 
SYSTEMS, TO BE SUCCESSFUL HAVE TO BE SUPPORTED BY A WIDE RANGE 
OF PUBLIC, PRIVATE, VOLUNTARY, AND RELIGIOUS ORGANIZATIONS AS 
WELL AS BY DEDICATED INDIVIDUALS. 

WE ARE CONTINUING TO WORK TOWARD DEVELOPING AND REFINING 
SYSTEMS IN WHICH ALL OF THE PIECES SUPPORT TriE WHOLE. WHERE ALL 
OF THE PLAYERS ARE AWARE OF AND SUPPORT EACH OTHER. THESE 
EFFORTS WILL FOCUS ON STRENGTHENING THE ROLES OF STATE AND AREA 
AGENCIES ON AGING AS CATALYSTS, INFORMATION AND REFERRAL 
CENTERS, AND AS BROKERS OF SERVICES. 

AS AO/, BEGINS THE THIRD DECADE OF ADMINISTERING THE OAA. WE ARE 
UNDERTAKING A CRITICAL EXAMINATION Or NOT ONLY WHAT HAS BEEN 
ACCOMPLISHED BUT ALSO WHAT REMAINS TO BE DONE. WE IWST OPERATE 
WITHIN THE FRAMEWORK Of THE CHANGING DEMOGRAPHICS Or THE 
ELDERLY. WHILE STILL ENSURING THAT THE NATION'S NEEDIEST 
ELDERLY PERSONS CON.INJE TO RECEIVE THE ASSISTANCE THEY REQUIRE 
TO REMAIN SELF-SUFFICIENT AND INDEPENDENT WlTHU THEIR OWN 
HO.;:S AND COMMUNITIES. 

TWO CRITICAL ISSUES ARE EMERGING WHICH NECESSITATE AN INTENSIVE 
EXAMINATION AND REASSESSMENT OF A OA PROGRAMMATIC AND 
DISCRETIONARY PRIORITIES NOW AND IN THE YEARS AHEAD. ONE 
CHALLENGE, Or COURSE, IS THE RAPID GROWTH & THE ELDERLY 
POPULATION. BETWEEN 1930 - 2000. THE POPULATION AGE GO AND 
0,/ER IS EXPECTED TO INCREASE APPROXIMATELY 27 PERCENT AND 
ThE YEAR 2000 TO REf RESENT 17 PERCENT Or THE TOTAL U.S. 
POPULATION. WHILE CURRENTLY THE ELDERLY REPRESENT 1 IN EVERY 3 
AMERICANS. TH1 FIGURE MAY CLIM3 TO ONE IN FOUR PERSONS BY THE 
YEAR 2050 - NEARLY 82 MILLION OLDER PERSONS. ADDITIONALLY. IN 
1085, ArfOUT ONE-THIRD Of THE ELDERLY POPULATION WERE BE VEEN 
THE AGES OF 6$ AND S3: ANOTHER 27 PERCENT WERE BETWEEN 70 AND 
7U; AND NEARLY 1 IN 10 WERE 35 AND OLDER. THIS "GRAYING" Of 
AMERICAN SOCKTY WILL HAVE A SIGNIFICANT IMPACT UPON EVERY 
MAJOR SOCIAL INSTITUTE - PARTICULARLY SOCIAL SERVICES - IN 
THE DECADES AHEAD. 
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A SECOND MAJOR CHALLENGE WILL 3E TO FOCUS OUR INCREASINGLY 
SCARCE PUBLIC RESOURCES ON THOSE OLDER PERSONS MOST IN NEED OF 
ASSISTANCE. FREQUENTLY, THESE PERSONS THE HOST VIUERA3LE 
-- ARE WOKEN « MINORITIES, LOW INCOME PERSONS, AND THE VERY OLD. 

THE TITLE III PROGRAM HAS EVOLVED FROM A PROGRAM OF RELATIVELY 
SHALL COMMUNITY SERVICE PROJECTS FOR OLDER PERSONS INTO A 
COfPLEX AND HIGHLY DIFFERENTIATED "NATIONAL NETWORK ON AGING" 
CURRENTLY CONSISTING 0= 57 STATE AGENCIES AND APPROXIMATELY G70 
AREA AGENCIES ON AGING (AAA) AND MORE THAN 25,000 LOCAL 
iiJTRITION AND SUPPORTIVE SERVICE PROVIDERS. 

THREE SEPARATE TITLE III ALLOCATIONS ARE MADE TO THE STATES FOR 
(1) SUPPORTIVE SERVICES AND SENIOR CENTER OPERATIONS: (2) 
CONGREGATE NUTRITION SERVICES; APD (3) HOME-DELIVERED MEALS. 

EACH STATE MAKES AWARDS TO THE AREA AGENCIES, BASED UPON THEIR 
APPROVED AREA PLANS, TO PAY UP TO 85 P ERCENT OF THE COSTS Or 
SUPPORTIVE SERVICES AND SENIOR CENTERS AND FOR NUTRITION 
SERVICES. IN HOST CASES, AREA AGENCIES THEN ARRANGE WITH 
PUBLIC, NONPROFIT, AND/OR PROPRIETARY SERVICE PROVIDERS TO 
DELIVER NUTRITION AND OTHER SERVICES DESCRIBED IN THE AREA 
PLAN. AREA AGENCIES MONITOR THESE SERVICES, PLAN FOR FUTURE 
NEEDS AND SERVE AS ADVOCATES AND LEADERS ON BEHALF OF ALL OLDER 
PERSONS IN THEIR PLANNING AND SERVICE /REA. 

WE ARE CONVINCED THAT THE SERVICES AND PROGRAMS SUPPORTED UNDER 
TITLE III ARE MEETING IMPORTANT SOCIAL, NUTRITION, AND 
HEALTH-RELATED NEEDS OF OLDER AMERICANS. IN PARTICULAR, THERE 
ARC ELDERLY PERSONS WHO HAVE SPECIAL SOCIAL AND ECONOMIC NEEDS 
WHO BENEFIT SUBSTANTIALLY FROM OLDER AMERICANS ACT PROGRAMS. 
IT IS TO THESE PEOPLE THAT OUR PROGRAMS r^ST ALWAYS REACH OJT 
TO hEL?. 

THIS MANDATE IS AND HAS BEEN EMPHASIZED IN OUR COMMITMENT TO 
TARGET RESOURCES TO THOSE OLDER PERSONS IN THE GREATEST SOCIAL 
t ID ECONOMIC NEED AND TO THOSE MOST IN DANGER OF LOSING THEIR 
INDEPENDENCE. 

BOTH AOA AND THE AGING NETWORK RECOGNIZE AND ARE ADDRESSING -- 
THROUGH THE PROGRAMS, SERVICES, AND SPECIAL PROJECTS SUPPORTS 
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UNDER THE OAA -- THE NEEDS OF LARGE NUMBERS OF ELDERLY 
AMERICANS WHO ARE III NEED Or HOME CARE SERVICES. ALTHOUGH HOST 
ELDERLY PERSONS ARE IN GOOD HEALTH AND ABLE TO LIVE 
INDEPENDENTLY, A SIGNIFICANT NUM3ER ARE IN NFED OF SUPPORTIVE 
AND LONG-TERM CARE SERVICES. 

THF HEED FQ R Hffl? CMT SERVICES 

THE 1982 NATIONAL LONG-TERM CARE SURVEY PROVIDES A BASIS FOR 
ESTIMATING THAT IN 1985 APPROXIMATELY H.S MILLION (OR 13.9 
PERCENT). PERSONS AGE 65 AND OLDER WHO WERE LIVING IN THE 
COHWniTY WERE ALSO IN NEED Or SOME HELP WITH THE ACTIVITIES OF 
DAILY LIVING OR INSTRUMENTAL ACTIVITIES OF DAILY LIVING 
SUCH AS, MANAGING MONEY, MOVING ABOUT OUTDOORS,, SHOPPING, DOING 
HEAVY HOUSEWORK, PREPARING MEALS, TAKING MEDICATION. ACCORDING 
TO THE SURVEY, ABOUT 3.5 PERCENT OF THE TOTAL ELDERLY 
POPULATION LIVING IN THE COHWNITY HAD SEVERE LIMITATIONS. 
THE NEED FOR ASSISTANCE ALSO WAS FOUND TO INCREASE WITH AGE. 
THE SURVEY FOUND THAT 12. G PERCENT OF PERSONS AGED 65 - 7H 
NEEDED ASSISTANCE WITH PERSONAL CARE ACTIVITIES DUE TO CHRONIC, 
ILLNESS, WHEREAS 45.8 PE .CENT Of INDIVIDUALS 85 OR OLDER NEEDED 
ASSISTANCE. 

AS THE COMMITTEE IS AWARE, THE MAJOR PROGRAMS PROVIDING 
VULNERABLE PERSONS WITH HOME-HEALTH CARE ARE MEDICARE A"D 
MEDICAID. IN-HOME SOCIAL AND SUPPORTIVE SERVICES, INCLUDING 
NUTRITION, ARE PROVIDED THROUGH THE SOCIAL SERVICES BLOCK GRANT 
(SS3S), THE OLDER AMERICANS ACT, AND UNDER TWO PROVISIONS OF 
THE MEDICAID PROGRAM: THE HOME AND COlHUNlTY-BASED WAIVER AND 
THE PERSONAL CARE SERVICES OPTION. IN ADDITION, MANY PRIVATE 
AND STATE AND LOCAL PROGRAMS AlSO PROVIDE NEEDED HOME SERVICES. 

SERVICES PROVIDED UNDER TITLE III 

THE AOA IS VERY PROUD OF THE CONTRIBUTIONS THAT THE TITLE III 
PROGRAM HAS MADE TO IMPROVE THE QUALITY OF LIFE FOR OLDER 
AMERICANS AND TO ENABLE OLDER PERSONS TO REMAIN INDEPENDENT FOR 
AS LOIJS AS POSSIBLE. 
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III FY 193G. APPROXIMATELY 109 MILLION CONGREGATE MEAL3 
(SERVING 2.9 HILL I Oil ELDERLY) WERE PROVIDED TO OLDER 
PERSONS ADD THEIR SPOUSES. 

Ill FY 1986, 79.8 MILLION HOME-DELIVERED MEALS WERE 
PROVIDED TO APPROXIMATELY 871.000 HOMEBOUND ELDERLY. 

MORE NUTRITION SERVICES ARE BEING TARGETED TO HOME 
BOUND ELDERLY EACH YEAR. MOST STATES ARE TRANSFERRING 
FUNDS OUT OF THEIR ALLOTMENTS FOR CONGREGATE MEALS AND 
INTO THEIR ALLOTMENTS FOR HOME-DELIVERED MEALS AND 
SUPPORTIVE SERVICES. » FY 198G ALONE, $47 MILLION 
WAS SHIFTED FOR THIS PURPOSE . FOR SOME PERSONS,. THE 
HOME-DELIVERED MEALS PROGRAM HAY MAKE THE DIFFERENCE 
IN THEIR BEING ABLE TO REMAIN IN THEIR OWN HOMES. 

UNDER TITLE III-B OF THE OAA, THREE BROAD CATEGORIES 
OF SUPPORTIVE SERVICES ARE PROVIDED: (1), ACCESS 
SiMC£S (E.G. TRANSPORTATION AND OUTREACH); 
<2> 1N-HQM; sFRVIfrS (E.G. HOUSEKEEPING,, PERSONAL 
CARE,, AND VISITING): AND (3) COMMUNITY Ann 
'IClgHgQRHQpp SFRVl££S (E.G.,, LEGAL SERVICES, 
RESIDENTIAL REPAIR ,, AND ESCORT SERVICES). THE 
SUPPORTIVE SERVICES PROGRAM IS CURRENTLY SERVING AH 
ESTIMATED 8.9 MILLION OR MORE CITIZENS EACH YEAR. IN 
FY 1933,, 15.3 PERCENT OF ALL TITLE III-B PROGRAM 
PARTICIPANTS WERE MINORITIES AND 42.8 PERCENT WERE LOW 
INCOME. 



0 TITLE VI Or THE OAA ALSO PROVIDES A WIDE RANGE OF 
SUPPORTIVE AND NUTRITION SERVICES TO ELDERLY MEMBERS 
OF INDIAN TRIBAL ORGANIZATIONS. OF THE ELIGIBLE 
POPULATION OF ABOUT 28,500 ELDERLY, APPROXIMATELY 90 
PERCENT PARTICIPATED IN NUTRITION SERVICES (30 PERCENT 
OF THESE AT HC" , - PERCENT RECEIVED ONE OR HOPE 
SUPPORTIVE SERVICES. f 

/ 

UNDER TITLE IV OF THE OA/,, A OA HAS PROVIDED SUPPORT FOR A 
DIVERSE RANGE OF RESEARCH AND DEMONSTRATION PROJECTS AND i 
TRAINING AND EDUCATION ACTIVITY FOCUSED ON SUPPORTS m 
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HOME CARE SERVICES. THESE INCLUDE A LARGE NUMBER OF PROJECTS 
DESIGNED TO HELP FAMILIES AND OTHER PERSONS WHO .ARE FOR THE 
FRAIL AND IMPAIRED ELDERLY IN THEIR HOMES AND COMMUNITIES: 

0 AS PART OF AOA'S STRATEGY TO TARGET SERVICES TO THE 
VULNERABLE ELDERLY, THE AGENCY HAS LAUNCHED AN 
INITIATIVE TO IMPROVE ME CAPACITY OF CAREGIVERS WHO 
PROVIDE CRITICAL ASSlSTA" rc TO FUNCTIONALLY IMPAIRED 
OLDER PERSONS. THIS ASSISTANCE IS BASED ON THE 
RECOGNITION THAT GROWING NUMBERS OF VULNERABLE OLDER 
PERSONS IN THIS COUNTRY ARE CARED FOR IN THEIR HOMES 
BY ^HILY, FRIENDS, AND NEIGHBOR?, AND ThAT THESE 
CARcoIVERS OFTEN HAVE INSUFFICIENT INFORMATION,, 
TRAINING, AND SUPPORT TO PERFORM THEIR ROLES Ifl A 
FULLY EFFECTIVE MANNER. DURING FY 1988, A OA FUNDED 22 
RESEARCH AND r »£MCN STRATI ON PROJECTS, REPRESENTING A 
COMMITMENT OF $2.4 MILLION, TO DEVELOP MODEL STATEWIDE 
AND LOCAL DISSEMINATION CAMPAIGNS TO INFORM AND 
EDUCATE CAREGIVERS ABOUT THE MOST USEFUL WAYS OF 
CARRYING OUT THEIR DIFFICULT TASKS. THE PROJECTS WILL 
IMPLEMENT STATEWIDE AND LOCAL CAMPAIGNS USING 
TELEVISION, FILM, VIDEOTAPES AND TELECOMMUNICATIONS IN 
INNOVATIVE WAYS TO REACH THE BROADEST POSSIBLE 
AJDIENCE . 



C A PROJECT FUNDED BY AOA IN FY 1985 AND CONDUCTED Bf 
THE UNIVERSITY OF KANSAS ESTABLISHED A NATIONAL 
NEWSLETTER FOR CAREGIVERS CALLED PARENT CARF . THE 
PROJECT EXPECTS TO BECOME SELF-SUFFICIENT DURING 
?i 1D37. 

0 AS PART Of THE CAREGIVER INITIATIVE AND AOA'S 

LONG-TERM CARE ACTIVITIES, AOA HAS DEVELOPED A GENERIC 
CAREGIVER BOOKLET DESIGNED TO PROVIDE INFORMATION TO 
INFORMAL CAREGIVERS OF VULNERABLE OLDER PEOPLE - 
PARTICULARLY TO CAREGIVERS AND CONCERNED RELATIVES WHO 
MAY LIVE IN A DIFFERENT PART OF THE COUNTRY THAN THE 
OLDER PERSON. WE HAVE BEEN SUCCESSFUL IN WORKING WITH 
A NJP3ER OF PRIVATE SECTOR GROUPS TO HAVE THEN 
REPRODUCE AND DISTRIBUTE THIS GUIDE, E.G., LEVI 
STRAUSS COiTOY (KNOXVILLE, TN), BLUE CROSS/BLUE 
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SHIELD (JACKSONVILLE, FL),, AND UTAH LIGHT AND POWER 
'(IK COLLABORATION WITH THE STATE AND AREA AGENCIES ON 
AGING IN UTAH) . 

QUALITY OF SERVICES AND CARE 

THE AOA IS CONCERNED THAT THE MOST FRAIL AND VULNERABLE OF THE 
ELDERLY - AND THEIR FAMILIES - RECEIVE THOSE IN-HOME AND 
OTHER SERVICES WHICH WILL ti.ABLE THEM TO REMAIN INDEPENDENT AND 
IN THEIR COmUNIJIES. WE ALSO ARE VERY MUCH COMMITTED TO THE 
PROVISION OF QUALITY SERVICES TO EVERY OLDER PERSON AND HIS/HER 
FAMILY. 

WE DO RECOGNIZE, HOWEVER., THAT QUALITY ASSURANCE FOR IN-HOME 
AND SUPPORTIVE SERVICES INVOLVES MANY COMPLEX ISSUES. 
STATES HAVE CONSIDERABLE FLEXIBILITY IN DETERMINING WHICH 
SERVICES ARE TO BE MADE AVAILABLE;, HOW SERVICE DELIVERY SHOULD 
BE ORGANIZED; TO WHOM SERVICES SHOULD BE PROVIDED; AND hOW 
QUALITY SHOULD BE MAINTAINED. GIVEN THE WIDE RANGE OF SOCIAL 
SERVICES -- FROM HOME-DELIVERED MEALS TO PERSONAL CARE - AND 
THE VARIATION AMONG STATES AND COMMUNITIES IN THE AVAILABILITY, 
ORGANIZATION AND DELIVERY OF SERVICES, STATE AND LOCAL ENTITIES 
ARE THE MOST APPROPRIATE LOCUS FOR SETTING STANDARDS AND 
MONITORING PROVIDER PERFORMANCE. 

THE TREMENDOUS GROWTH IN THE POPULATION RECEIVING FORMAL HOME 
CARE SERVICES AS WELL AS THE INCREASING AMOUNT OF FEDERAL AND 
STATE TAX DOLLARS SPENT ON THESE PROGRAMS HAVE RESULTED IN 
EFFORTS BY THE DEPARTMENT,, MANY STATES, PROFESSIONAL 
ORGANIZATIONS AND OTHERS TO REVIEW AND UPDATE INFORMATION ON 
THE QUALITY OF CARE AND TO DEVELOP NEW STRATEGIES FOR ASSURING 
QUALITY IN-HOME CARE SERVICES TO VULNERABLE PERSONS. 

HOWEVER 4 THE DEVELOPMENT OF NEW STRATEGIES SHOULD NOT BE 
LIMITED TO A REVIEW AND REVISION OF FEDERAL AND STATE 
STANDARDS. THERE ARE SEVERAL OTHER ELEMENTS WHICH ARE IMPORTANT 
IN INFLUENCING THE QUALITY OF FORMAL HOME CARE SERVICES. THESE 
INCLUDE STAFF TRAINING; SUPERVISION; INDUSTRY ACCREDITATION: 
PROFESSIONAL CERTIFICATION; AND CONSUMER ADVISORY BODIES 
(INCLUDING FAMILIES). 
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A RECENT STUDY COMPLETED BY THE AMERICAN BAR ASSOCIATION (ABA) 
AND FUNDED IN PART BY AOA. "THE 'BLACK BOX 1 OF HOME CARE 
QUALITY." OUTLINED A NUMBER OF LEGAL CONTROLS AND ECONOMIC 
REALITIES UHICH TRANSCEND THE FOKMAL REGULATORY FRAMEWORK AND 
INFLUENCE THE NATURE AND QUALITY OF HOfTE CARE IN SELECTIVE 
WAYS. TWO OF THESE IMPORTANT CONTROLS INCLUDE INDUSTRY 
ACCREDITATION AND THE CERTIFICATE OF NEED MECHANISM. ALSO. TH= 
INSURANCE INDUSTRY IS GIVING SERIOUS CONSIDERATION TO MORE 
COMPREHENSIVE FORMS OF LONG-TERM CARE INSURANCE., INCLUDING TH= 
COVERAGE OF HOME CARE. AS A POTENTIAL PAYOR OF HOME CARE , THE 
INSURANCE INDUSTRY COULD PlAY AN IMPORTANT Rft? IN DEFINING THE 
MATURE AND QUALITY OF HOME CARE SERVICES. THE AMERICAN BAR 
ASSOCIATION STUDY ALSO DEMONSTRATES COLLABORATION UNDERWAY 
BETWEEN THE PUBLIC AND PRIVATE SECTORS IN EFFORTS TO IMPROVE 
THE QUALITY Or HOME CARE. 

A DISCUSSION OF HOME CAR- SERVICES KUST ALSO RECOGNIZE THE 
IMPORTANT ROLE OF TttE NON-AGENCY "INDIVIDUAL CONTRACTOR." THE 
NATIONAL LONG-TERM CARE CHANNELING DEMONSTRATION., A LANDMARK 
TEN-STATE EXPERIMENT SUPPORTED BY THE DEPARTMENT - INCLUDING 
ADA - CONFIRMED THAT HIGH QUALITY PERSONAL CARE SERVICES CAN 
3E GIVEN BY ARSONS CAREFULLY RECRUITED BY FAMILY MEMBERS 
THROUGH NEWG=A>- A DS„ NEIGHBORHOOD CON T AUS. AND FRIENDS. 

THE OLDER AMERICANS ACT REQUIRES THAT EACH STATE PLAN FOR 
SERVICES AND UNDERTAKE ACTIVITIES WHICH WILL ASSURE THAT THE 
PROVISIONS OF THE OAA AND ALL APPLICABLE STATE AND LOCAL LAWS 
ARC MET. THUS. AREA AGENCIES ON AGING HAVE GENERAL OVERSIGHT 
OF SERVICES THAT ARE BEING RECEIVED BY OLDER PERSONS IN THEIR 
HOMES WITH SPECIFIC, MONITORING OF THE PERFORMANCE OF ANY 
PROVIDER BEING FUNDED UNDER THE ACT. 

UNDER ITS TITLE IV DISCRETIONARY PROGRAMS, THE AOA IS HELPING 
TO BUILD A KNOWLEDGE BASE TO ASSIST STATE AND AREA AGENCIES TO 
ASSUF.: THE QUALITY OF HOME CARE FOR OLDER PERSONS. RESEARCH 
AND DEMONSTRATION E'FC'.iS INCLUDE THE SUPPORT OF A PROJECT BY 
THE OHIO DEPARTMENT Oi AGING. IN CONJUNCTION WITH MIAMI 
UNIVERSITY., TO DESIGN. IMPLEMENT AND EVALUATE A HOD c L QUA. ITY 
ASSURANCE PROGRAM FOR IN-HOME SERVICES FOR ELDERLY CAR- 
RECIPIENTS. THE PROJECT WILL ALSO PROVIDE TRAINING AND 
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GUIDANCE ON QUALITY ASSURANCE PROGRAM STANDARDS AND PRACTICES 
THROUGH A HANDBOOK AND A REGIONAL CONFERENCE IN OHIO. THIS 
PROJECT IS SCHEDULED FOR COMPLETION IN LATE 1937. 

A SECOND DEMONSTRATION PROJECT* FUNDEL dY AOA IN 1986 AND 
TARGETED FOR COMPLETION AT THE END OF 1987, IS BEING CARRIED 
OUT BY THE CLACKAMUS COUNTY (OREGON) AREA AGENCY ON AGING WHICH 
WILL REPLICATE AND TEST A LOCAL/STATE QUALITY ASSESSMENT 
PROGRAM. 

THE ADMINISTRATION ON AGING WILL ASSURE WIDESPREAD 
DISSEMINATION OF THE RESULTS Of THESE PROJECTS AND WILL 
ENCOURAGE STATES TO ADOPT THE STANDARDS, AS APPROPRIATE. 

TITLE IV EDUCATION AND TRAINING PROJECTS PROV"^ SUPPORT FOR 
PREPARATION OF HEALTH AND SOCIAL SERVICE PROFESSIONALS IN 
GERIATRICS AND GERONTOLOGY AS WELL AS CONTINUING EDUCATION, 
TPAINING, AND STAFF DEVELOPMENT FOR PROFESSIONALS AND 
P, ^PROFESSIONALS WHO WORK WITH THE ELDERLY. BY INCREASING THE 
QUALIFICATIONS OF THESE PERSONNEL, A HIGHER DEGREE OF QUALM 
CARE FOR THF ELDERLY CAN BE PROVIDED IN WHATEVER SETTING? .R 
PERSONS ARE FOUND HOSPITALS, NURSING HOMES, BOARD AND v.. "E 
FACILITIES, AND THEIR OWN HOMES., 

AOA At SO HAS PROVIDED SUPPORT FOR A NUMBER OF PROJECTS 
SPECIFICALLY FOCUSED ON QUALITY ASSURANCE IN HOME CARE FOR THE 
ELDERLY. RECENTLY CCJfLETED PROJECTS INCLUDE: 

0 PARAPROFESSIONAL TRAINING FOR PROVIDERS OF HOME CARE 
SERVICES TO RURAL, MINORITY ELDERLY BY THE SOUTHSIDE 
VIRGINIA COMMUNITY COLLEGE; AND 

0 A TRAINING PROGRAM FOR RURAL SERVICE PROVIDERS AND 
FAMILY CAREGIVERS OF HOtlEBOUilD ELDERLY AT ATLANTA 
UNIVERSITY. 

CURRENTLY FUNDED PROJECTS INCLUDE: 

0 A TRAILING PROGRAM AT THE UNIVERSITY OF MARYLAND AT 
BALTIMORE FOR SOCIAL WORKERS AND IN-HOME AIDES TO 
FACILITATE COtv ikATION BETWEEN PHYSICIANS AND THE 
ELDERLY REGARDINu PROPER DRJG USE; AND 
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0 t CONTINUING EDUCATION PROGRAM AT NEW MEXICO STATE 
UNIVERSITY THAT INCREASES THE KNOWLEDGE AND SKILLS OF 
HOME HEALTH AIDES AS WELL AS MANAGERS AND SUPERVISORS 
OF HOME HEALTH AGENCIES. 

IN ADDITION, MR. CHAIRMAN,, THE ADMINISTRATION'S BILL FOR THE 
REAUTHORIZATION OF THE OAA, WHICH HAS BEEN INTRODUCED IN THE 
HOUSE AS HR 2085, INCLUDES PROVISIONS THAT WE BELIEVE WILL 
STRENGTHEN THE OAA IN HELPING TO ASSURE THE PROVISION OF 
QUALITY CARE TO THOSE ELDERLY WITH GREATEST NEED. THESE 
PROVISIONS INCLUDE: 

0 COORDINATION OF COMMUNITy-BASFD SFRV^ fS 

THE BILL WOULD REQUIRE STATE AGENCIES ON AGING TO 
PROVIDE ASSURANCE THAT AREA AGENCIES WILL FACILITATE 
THE COORDINATION OF COMITY-BASED SERVICES TO OLDER 
INDIVIDUALS RESIDING AT HOME, IN HOSPITALS, OR 
LONG-TERM CAPE FACILITIES,, WHO ARE AT RISK OF 
INSTITUTIONALIZATION BUT WHO COULD REMAIN AT HOME IF A 
FULL ARRAY OF COMMUNITY-BASED AND IN-HOME SERVICES 
WERE AVAILABLE. THIS WILL REAFFIRM THE CRITICAL ROLE 
OF EACH AREA AGENCY ON AGING AS A 

PLANIO/COORDINATOR/CATALYST ON BEHALF OF ALL OLDER 
AMERICANS. 

COORDINATION OF HOT IE AND COMMUNITY-BASED SE VICES FOR 
THE VULNERABLE ELDERLY HAS BECOME AN INCREASINGLY 
IMPORTANT SERVICE PRIORITY THAT SHOULD BE A REQUIRED 
ACTIVITY OF STATE AND AREA AGENCIES ON AGING. AREA 
AGENCIES ARE IN A UNIQUE POSITION TO PROVIDE 
LEADERSHIP IN COORDINATING ^HE WIDE ARRAY OF HEALTH 
AND SOCIAL SERVICES NEEDED BY VULNERABLE ELDERLY 
PER SOriS TO REMAIN AT HOME. 

0 WAIVERS FOR 1 NN0VATIVF COKMl lN f TY ppftrjPAHHiMfj 

\Z BILL WOULD AUTHORIZE THE COMMISSIONER ON AGING TO 
WAIVE COMPLIANCE WITH ANY REQUIREMENTS OF SPECITK 
SECTIONS OF THE ACT (RELATING TO STATE PROGRAM 
ORGANIZATION, AREA PLANS, AND STATE PLANS) IN THE CASE 
OF DEMONSTRATION PROJECTS THAT PROMOTE THE OBJECTIVES 
OF TITLE MI. THE OAA CURRENTLY PROVIDES STATE 



ERLC 



56 



52 

AGENCIES WITH ThE AUTHORITY TO CARRY OUT DEMONSTRATION 
PROJECTS OF STATEWIDE SIGNIFICANCE RELATING TO THE 
INITIATION., EXPANSION,, OR IMPROVEMENT OF SERVICES 
ASSISTED UNDER TITLE III. g QWEVER,, STATE AGENCIES ARE 
HAMPERED FROM UNDERTAKING l /ECTIVE DEMONSTRATIONS OF 
CO'lPREHENSlVt AND COORDINATED SYSTEMS BECAUSE OF THE 
VARIOUS REQUIREMENTS IN THE CURRENT LAW. FURTHER. 
VARIOUS PROVISIONS OF THE ACT PRECLUDE STATE AGENCIES 
FROM DEVELOPING VIABLE DEMONSTRATION MODELS THAT DO 
NOT CONFORM TO THE PLANNING AND SERVICE AREA/ AREA 
AGENCY SERVICE DELIVERY MODEL CURRENlLY REQUIRED BY 
THE ACT. IF THE ACT PROVIDED THE COMMISSIONER WITH 
THE AUTHORITY TO WAIVE SEVERAL OF THE CURRENT 
REQUIREMENTS THAT ARE ASSOCIATED WITH THE PLANNING AND 
SERVICE AREA/AREA AGENCY SERVICE DELIVERY MODEL, STATE 
AND AREA AGENCIES COULD BEGIN TO DEVELOP AND 
DEMONSTRATE COMITY SERVICE SYSTEMS TO APPROPRIATELY 
SUSTAIN VULNERABLE OLDER PEOPLE IN THEIR "OMMUNITIES 
AND IN THEIR HOMES. 

FEES FOR SERVICES TO GENERATE NEW RESOURCES 

THE BILL WOULD PERMIT bTATES, AT THEIR OPTION,, TO 
PERMIT AREA AGENCIES TO CHARGE FEES, BASED ON A3ILITY 
TO PAY,, FOR SUPPORTIVE SERVICES UNI3 PART B Or TITLE 
III. THE STATE AGENCY WOULD BE REQUIRED TO ENSURE 
THAT NO FEES FOR SUCH SERVICES WERE CHARGED TO LOU 
INCOME INDIVIDUALS. IT WOULD BE LEFT TO STATE 
DISCRETION TO DETERMINE WHICH SUPPORTIVE SERVICES 
WOULD BE SUBJECT TO CHARGES. AS UNDER CURRENT LAW, 
THERE WOULD BE NO AUTHORITY TO CHARGE FEES FOR 
NUTRITION SERVICES UNDER PART C OF TITLE III. 

THIS AMENDMENT WOULD HELP TO ENSURE THE MOST EFFECTIVE 
U,"F OF PROGRAM FUNDS, AS FEES COLLECTED FROM THOSE 
A3.E TO PAY WOULD ENABLE AREA AGENCIES fO EXPAND 
SERVICES AVAILABLE. AREA AGEmCIES WOULD REMAIN FREE 
TO SEEK OUU VOLUNTARY CONTRIBUTIONS; HOWEVER,, THE 
PROPOSAL WOULD COMPLEMENT THAT AUTHORITY. 
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0 TRANSFER OF S UPPORTIVE AND NUTRITION SFRVIfFS Fi ffjps 

THE BILL WOULD INCREASE THE PORTION OF ALLOTMENTS THAT 
STATES ftAY TRANSFER BETWEEN THE SUPPORTIVE SERVICES 
AND NUTRITION SERVICES PROGRAMS FROM 30 PERCENT UNDER 
CURRENT LAW TO 50 PERCENT FOR FY 1983, GO PERCENT FOR 
FY 1989, AND 75 PERCENT FOR FY 1990. 

DURING THE REMAINDER OF FY 1987 AND INTO THE NEXT SEVERAL 
YEARS, THE ADMINISTRATION ON AGING IS EMBARKING UPON RENEWED 
AND MORE AGGRESSIVE EFFORTS TO SUPPORT STATE AND AREA AGENCIES 
ON AGING IN ASSISTING VULNERABLE AND FRAIL OLDER PERSONS AND 
THEIR FAMILIES TO FIND APPROPRIATE HELP TO MAINTAIN THEIR 
INDEPENDENCE WITHIN THEIR OWN COMMUNITIES FOR AS LONG AS 
POSSIBLE AND TO DELAY OR PREVENT UNNECESSARY 
INSTITUTIONALIZATION. THIS INCLUDES NOT ONLY NUTRITION 
SERVICES, BUT THE BROAD RANGE Of SUPPORTIVE SERVICES WHICH 
THESE OLDER PERSONS MAY REQUIRE. 

THE AOA WILL CONTINUE TO PLACE EMPHASIS ON ACTIVITIES SUCH AS 
IN-HOME SERVICES AND TO SUPPORT STATE AND AREA AGENCIES ON 
AGING IN BUILDING A RESPONSIVE SYSTEM OF HOME-BASED CARE. IN 
THIS REGARD/ WE WILL ALSO ASSIST STATE AND AREA AGENCIES TO 
BECOME MORE INVOLVED IN ASSISTING IN THE DEVELOPMENT Of QUALITY 
ASSURANCE STANDARDS IN THEIR STATES. WE BELIEVE SUCH STANDARDS 
ARE IMPORTANT AND NEEDED. 

WHILE THE AOA BELIEVES THAT QUALIT. ASSURANCE STANDARDS ARE 
IMPORTANT AND NEEDED, WE BELIEVE, HOWEVER, THAT SUCH STANDARDS 
MUST ADDRESS THE CIRCUMSTANCES OF INDIVIDUAL STATES AND 
COMMUNITIES AND CAN BEST BE DETERMINED BY EACH STATE IN 
ADDRESSING ITS SPECIAL NEEDS RELATED TO HOME CARE. 

THIS ADMINISTRATION IS DEEPLY COMMITTED TO IMPROVING THE 
QUALITY OF LIFE THROUGH QUALITY SERVICES FOR ALL OF THIS 
NATION'S OLDER CITIZEN?. 

I WANT TO THANK YOU, SENATOR MELCHER, FOR THE OPPORTUNITY TO 
SHARE SOME OF THE IMPORTANT ACCOMPLISHMENTS Or THE OLDER 
AMERICANS ACT AND TO THANK YOU FOR YOUR SUPPORT Of PROGRAMS FOR 
OUR NATION'S ELDERLY CITIZENS AND THEIR FAMuIES. NOW, I WOU-D 
BE HAPPY TO ANSWER YOUR QUESTIONS. 
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The Chairman. Thank you very much, Mr. Wells. 

But I think you have heard this morning that the quality of life 
isn't very good fcr a lot of older Americans who are at home and 
need some health care. Do you think that you would recommend a 
broader, intensive use of the Older Americans Act for establishing 
some sort of mechanism, some sort of guideline, some sort of assur- 
ance that there is adequate home health care for older Americans? 

Mr. Wells. Well, Senator, we are already working to this end. 

The Chairman. I have heard you say that. And since nothing 
much has been accomplished, I am just asking you for your recom- 
mendations. I don't know whether we should talk to you or talk to 
HCFA or talk to Secretary Bowen or talk to President Reagan or 
who we should talk to to find out what should be done. I thought I 
would start with you. 

Mr. Wells. Well, Senator, the State and area agencies on aging 
and the Administration on Aging 

The Chairman. Mr. Veils, I am going to have to interrupt here. 
I really appreciate what the States do in conjunction with the 
Older Americans Act. But we just don't have the time left today to 
hear how you are "working with States." I just want to start some- 
where. Now, you are not going to tell me that you are going to 
start with 50 different States to establish who is in charge, are 
you? 

Mr. Wells. Senator, we have let a grant to develop quality in- 
home standards for use by State agencies on aging and area agen- 
cies on aging. The standards will be complete toward the end of 
this year. We intend to widely disseminate them. We are going to 
work with State agencies and help them implement them, at least 
in terms of Older Americans Act programs. 

The Chairman. Would the standards tell us how to train people, 
or how to screen them or how to set up a system where you can 
call somebody if you're not getting any results? 

Mr. Wells. Senator, I am not fully aware of all the details of the 
proposal at this time. But my conversations with people who are 
familiar with the project indicate that it will be a very comprehen- 
sive set of standards that will go directly to the quality of the serv- 
ices and the impact on individuals who are receiving those services. 

Again, we feel very strongly that such standards are important, 
and we are working to provide them. 

The Chairman. And these standards would then lead to what? 

Mr. Wells. Well, we hope, Senator, that under the Older Ameri- 
cans Act, it will certainly result in improved in-home services pro- 
vided by State and area agencies, and we hope that State agencies 
in their leadership role vith other State 

The Chairman. Well, they say that your agency, it would be di- 
rectly responsible to make sure that the people who provide the 
home health caie are trained, they know what they're doing, and 
they're going out there to perform a service that is the proper, 
needed service. 

Mr. Wells. Senator, many of our State agencies right now have 
standards that they apply to activities delivered under the Older 
Americans Act. Performance-based contracting is an effort that we 
devoted some money to some years ago. 
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The Chairman. I think these are all terms, take "performance" 
for example— what was that? penormance 

Mr. Wells. Performance-based contracting. 

The Chairman. "Performance-based contracting " 

Mr. Wells. These are conditions that are 

m ™ RM ^- And these are *e conditions? 
nr^oVT 1 ^- are J condi «ons that our agencies place on the 

providers of services under the Older Americans Act. 

who ,iust teSfiS %J% U agree tl ? r d^ee then with Ms. Lutton, 
body^lu^ southwest Michigan there wasn't any! 

&^ r ' 1 d ? n>t about southwest Michigan. 

the Chairman. Do you know about Michigan? 

Mr. Wells. We have area agencies on aging currently in nlarp 
representing every community^ the NatioXof coS the quaS 
nJSS^K n Van6S am - ongst agencies and betweenltetesln the 
2*8 "on Stej ^ir^f re Cer< ^ nl r charged with overall lead 
area! matterS 38 !t relates to the elderl y in their 

said'that^P^o 00 y ° U °lf disa &ree with Ms. Lutton, who 

t K u n ° standards > that nobody is directly in charge? 

w^ w jsj^dr&?a? any standards in that comm ^ 

wWrfifflsi"^ Michigan might te 

Mr. Wells. I couldn't say that, Senator. 

any sLci! A > R ^fp D u y0U ^TA any State where it's different, 
L P fir ,r te ^ here somebody is in charge? 

THp pSf" YeS '^ na o tor - 1116 Stat e of Massachusetts. 
Mr £™ Jhe State of Massachusetts. Any others? 

Mr. Wells. The State of Rhode Island. 

proSeJ rfrom M tnp;p Well, K that is tw0 ? n the East Coast If we 

M> w5f?f ft 6 ' m ^ ybe ? e Z an S et clea r across the country. 
standkSffif; J kn -° W that - ^ e State of California sets very specific 
Programs ' S0 ° ial S6rvices deliver ed under variousState 

Mr 6 WE^Yes various State Programs. 

Mr e WELS M C : ^L n< iu ^ lking about Federal Programs. 

ear. wells. But again, the Older Americans Act the oroeram for 
which we are responsible, is a State responsibility P ^ 
that thpAH^In!!; J 0 "'* thi A nk .y ou ar e going to tell me, Mr. Wells, 

Sfer AmPrT,Tnf H° n °7 Agmg 18 in char S e of administering the 
Ulder Americans Act, unless } amended it or that vou are in 
charge of Medicare or Medicaid, are you' y m 

cit^r a W f LLS ' Senat( ? r ' n eithe- the Administration on Aging nor 
State and area agencies are regulatory agencies. 8 
The Chairman. Not regulatory. 

aimst^hf Tti? 0t ^"ance agencies. To do so would cut 
role ?? a t sIJITa 0 * the maJOr leade rship role and the advocacy 

tf Si^r 3 ^ agencies must play across the board. 
arJ nST und erstand that. So if we wait for your stand- 

™mL * at we , are gomg to find is a broader view of the 
problem, not necessarily a solution to the problem. From the outset 
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when I started questioning you, Mr. Wells, I didn't think the Ad- 
ministration on Aging under the statute, under any practice that 
you have had, has ever been the one to regulate, to force somebody 
to do what they're supposed to do in order to get the job done. Isn t 
that correct? 

Mr. Wells. If I understand you, Senator, you are saying that 
State and area agencies are not meant to be regulatory agencies. 

The Chairman. Pardon me? What did you understand me to say? 

Mr. Wells. That State and area agencies are not meant to be 
regulatory agencies, compliance agencies. 

The Chairman. No; I said Administration on Aging. 

Mr. Wells. We also are not a regulatory agency. 

The Chairman. That's right. 

Mr. Wells. But we are undertaking very specific activities in 
this area to fill an important gap that exists. 

The Chairman. Shouldn't we look just a little bit to your left, to 
HCFA, to give us some answers? Shouldn't we? 

Mr. Wells. Well, Senator, I can't speak for the Health Care Fi- 
nancing Administration. 

The Chairman. We are going to let them speak for themselves. 

Mr. Hays? 

STATEMENT OF LOUIS B. HAYS, ASSOCIATE ADMINISTRATOR 
FOR OPERATIONS, HEALTH CARE FINANCING ADMINISTRATION 

Mr. Hays. Thank you, Mr. Chairman. I appreciate the opportuni- 
ty to appear here today to speak about home health quality assur- 
ance. 

As our administrator, E* . Roper, stated several weeks ago when 
he appeared before this committee, we are committed to maintain- 
ing and enhancing a high level of quality throughout the Medicare 
and Medicaid programs. 

Let me begin by briefly describing the Medicare and Medicaid 
home health benefits. To receive Medicare home health services, a 
beneficiary must be under a physician's care, have a need for 
skilled care, and be homebound. When these conditions are met, 
patients can receive intermittent or part-time skilled nursing and 
nursing aide services, physical, speech, and occupational therapy, 
services of a medical social worker, and medical supplies and equip- 
ment. Medicare patients can also receive daily nursing care in 
their home for up to 3 weeks, and beyond in unusual circumstances 
if their physician certifies that the need for daily care will not con- 
tinue indefinitely. 

The home health benefit is one of the fastest-growing compo- 
nents of the Medicare program. Last year, almost 46 million home 
health visits were made to about 1.5 million beneficiaries. The 
number of home health agencies certified to provide care has 
almost doubled since 1980 to about 6,000 today. Since 1980 Medi- 
care home health spending has tripled, to over $2.5 billion in fiscal 
year 1986. 

The Medicaid home health benefit provides most of the same 
services as Medicare. In addition, a State can opt to provide person- 
al care services to recipients in their homes. Since 1981 the Medic- 
aid program has also permitted States to design innovative pro- 
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grams for providing home- and community-based services to target- 
Tn fiSFii. ° i r OT entS ? h ° T-^ otherw ise be in nursing homes. 
nrnlrX, « ff* ye t r f? r Wn -V£ data are available, the Medicaid 
program served over half a million recipients in their homes at a 
cost of approximately $1.1 billion. 

HoI*c qUa i fy 33 f P^vider of care for Medicare and Medicaid pa- 
tients a home health agency must meet specific requirements or 
conditions of participation to ensure the health and safety of indi- 
viduals receiving services in their homes. The conditions cover per- 
sonnel and administrative requirements and requirements address- 
ing the provision of specific types of care 

Let me be more specific about the personnel qualifications, which 
1 know are of particular concern to this committee. Professional 
£™EJ?i ar ? F ^ U !f ed ^ meet speciflC ^^ational, licensure, and 
vT^TZ} ^ *£? are requ5red to I** 0 ™ specific duties. 

T P V registered nurse must be a graduate of an approved 

bv Si fiff ^T al nUrS u? and ^ e licensed 38 3 registered nurse 
by the btate. All home health nursing care must be provided under 

nYfnT^T 11 °/ ! refBteje? nurse and must be in accord with a 
plan of treatment developed for each patient and reviewed periodi- 

Our regulations require that home health aides be trained and 
closely supervised to assure their competence in providing care. 

Let me note at this point that we are extremely concerned that a 
El^fi tl £9 mmbus . Reconciliation Act of 1980 has not been 
rijX Thl ? ) pr0V ! Sl0n calls for home health aide services to 
be provided by aides who have successfully completed a training 
program approved by the Secretary of Health and Human Services 

Sos to n,S ? be °? me aWare ° f the situation and have taken 
steps to publish a regulation as soon as possible. 

mPnteT^T ? he l her home health agencies meet our require- 
™™ " * e °f sur veys performed by State agencies. These 
surveys include visits to patients in their homes. We are working 
to focus our home health surveys more on patients and lesion pa 

cfflX 81 t0 ^ haVe d ° ne f0r 0Ur skilled nursing fa- 
J£H are now developing a patient c utcome-oriented survey instru- 
ment which will enable us to assess even more effectively the qual- 

nL°[T e Pr ° Vld r ed m the home - We will implement an outcome- 
orjgnted survey of home health agencies during fiscal year 1988 

iq88 e hw| inCreaS f ( l 0Ui ; h T e he , aUh agency budget for fiscal year 
1988 by 48 percent to significantly increase the frequency of sur- 
veys and home visits. 

We also rely on other mechanisms to review care being provided 
by home health agencies. The medical review program assures that 
payment is made only for those services that were medically neces- 
sary and appropriate. 

AiSt^M co r rage , compliance review program, fiscal interme- 
diaries visit all newly qualifying home health agencies and a 

SS2fe£L PB S£ l £ ^° meS t0 assure that c are is being provided in 
accordance with Medicare program requirements. A concurrent au- 

^, r , 1 ^° n p .° g r m which we will pilot test beginning in June will 
reduce denials by paying foi bills consistent with plans of treat- 
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ment that have been previously approved by our fiscal interme- 
diary. 

Finally, will be working with the Pennsylvania peer review 
organization to pilot test the protocol for review of the quality of 
care provided in home settings that will be required for all peer 
review organizations. This review will be performed in conjunction 
with review of readmissions to hospitals occurring within 31 days 
of discharge. 

Peer review organizations will also be implementing by August a 
system to review and respond to beneficiarier' complaints about 
quality. 

In conclusion, Mr. Chairman, let me assure you that Dr. Koper 
and the 3,800 men and women of the Health Care Financing Ad- 
ministration do care. Our existing mechanisms and those under de- 
velopment demonstrate that our care and concern are a reality, not 
rhetoric. 

Thank you very much, and I would be very pleased to answer 
any questions that you might have. 
[The prepared statement of Mr. Hays follows:] 
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DEPARTMENT OF HEALTH * HUMAN SERVICES 



STATEMENT OF 
LOUIS B. HAYS 
ASSOCIATE ADMINISTRATOR FOR OPERATIONS 
HEALTH CARE FINANCING ADMINISTRATION 

MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE, I APPRECIATE THE 
OPPORTUNITY TO APPEAR HERE TODAY TO SPEAK ABOUT HOME HEALTH 
QUALITY ASSURANCE. AS DR. *>PER STATED SEVERAL WEEKS AGO WHEN HE 
APPEARED BEFORE THIS COMMITTEE, THIS ADMINISTRATION IS COMMITTED 
TO MAINTAINING AND ENHANCING A HIGH LEVEL OF QUALITY THROUGHOUT 
THS MEDICARE AND MEDICAID PROGRAMS. I CAN ASSURE YOU THAT OLR 
COMMITMENT EXTENDS TO CARE PROVIDED IN ALL SETTINGS, INCLUDING 
OLR BENEFICIARIES' HOMES. 

CHANGES OVER THE PAST FEW YEARS IN H 0> AND WHERE SERWCES ARE 
DELIVERED HAVE FOCLSED ATTENTION? ON CARE PROVIDED IN OITPaTIEnT 
SETTINGS. BECAUSE OF THIS CHANGING EMPHASIS. WE ARE REASSESSING 
EXISTING ACTIVITIES AND EXPLORING NEW POSSIBILITIES TO aSSIRE 
THAT QUALITY OF CARE PROVIDED IN HOMES AND OTHER OUTPATIENT 
SETTINGS MEETS THE HIGH STANDARDS OUR BENEFICIARIES HAVE COME TO 
EXPECT 

BACKGROUND 

LET ME BEGIN B> PRIEFH DESCRIBING THE MEDICARE AND MEDICAID HONE 
HEALTH BENEFITS V H ICH ARE AIMED AT VER* DIFFERENT nPES OF 
PATIENTS ~ MEDICARE BEING PRIMARILY FOR POST-ACUTE PATIENTS AND 
MEDICAID GENERALLY FOR PATIENTS WITH LONGER-TERM, CHRONIC 
CONDITIONS. 
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WE VIEW THE MIDI CARE HOME HEALTH BENEFIT AS AN ESSENTIAL 
COMPOSED OF THE MEDICARE BENEFIT PACKAGE . HOME HEALTH CARE IS 
OFTEN THE FINAL STAGE OF A PATIENT'S RECOVERS PROCESS FROM AN 
ACUTE ILLNESS — A PERIOD WHERE THE PATIENT STILL REQUIRES SOME 
SKILLED CARE BUT GENERALLY NOT ON' A DAILY BASIS. TO RECEIVE 
MEDICARE HOME HEALTH SERVICEb. A BENEFICIARY MUST BE UNDER A 
PHVSICIAN'S CARE, HAVE A NEED FOR SKILLED CARE AND BE HOMEBOVND. 
WHEN THESE CONDITIONS ARE MET, PATIENTS CAN RECEIVE INTERMITTENT 
OR PART-TIME SKILLED NURSING AND NURSING AIDE SERVICES, PHYSICAL, 
SPEECH AND OCCUPATIONAL THERAPY, THE SERVICES OF A MEDICAL SOCIAL 
WORKER, AND MEDICAL SUPPLIES AND EQUIPMENT. MEDICARE PATIENTS 
CAN ALSO RECEIVE DAILY NURSING CARE IN THEIR HOME FOR IP TO 3 
WEEKS, AND BEYOND IN UNISUAL CIRCUMSTANCES, IF THEIR PHYSICIAN 
CERTIFIES THAT THE NEED FOR DAILY CARE WILL NOT CONTINUE 
INDEFINITELY. 

THE HOME HEALTH BENEFIT IS ONE OF THE FASTEST GROWING COMPONENTS 
OF THE MEDICARE PROGRAM AND MORE MEDICARE BENEFICIARIES ARE 
RECEIVING HOME CARE THAN EVER BEFORE. LAST YEAR, ALMOST 46 
MILLION HOME HEALTH VISITS WFRE MADE TO ABOUT 1.5 MILLION 
BENEFICIARIES. THE NUMBER OF HOME HEALTH AGENCIES CERTIFIED TO 
PROVIDE CARE HAS ALMOST DOUBLED SINCE 1980 TO ABOUT 6.000 TOD AN . 
SINCE J980, MEDICARE HOME HEALTH SPENDING HAS TRIPLED TO 0\ ER 
S2.5 BILLION IN F) 1986. 

THE MEDICAID HOME HEALTH BENEFIT PROWDES MOST OF THE SA*JE 
SERVICES AS MEDICARE. IN ADDITION, A STATE CAN OPT TO PRO\ IDE 
PERSONAL CARE SERVICES TO RECIPIENTS IN THEIR HOMES. A BENEFIT 
GEARED TO INDIWDUALS WITH FEVER MEDICAL NEEDS THAN HOME HEU.TH 
PATIENTS BUT WHO NEED SOME ASSISTANCE TO REMAIN IN THE HOME. 
BECAUSE OF THIS FEATURE, THE MEDIC/ID HOME CARE BENEFIT IS 
GENERALLY SEEN AS A LONG TERM CARE BEN Eh IT, AS <""POSED TO THE 
MEDICARE BENEFIT WHICH IS MOST FREOUENTL*' USED AS A POST- ACUTE, 
SHORTER-TERM BENEFIT. 

MEDICAID SERVICES PROVIDED IN THE HOME HAVE MADE IMPORTANT 
CONTRIBUTIONS TO OUR SENIOR CITIZENS. IN PARTICULAR. SINCE 1981 
THE MEDICAID PROGRAM HAS PROVIDED STATES WITH A MECHANISM WHICH 
ALLOWS THEM TO PROVIDE HOME AND COMMUNIT\-BASED SERVICES TO 
TARGETED GROUPS OF RECIPIENTS. STATES HA'. E BEEN ABLE TO DESIGN 
INNO\ATIVE AND COST-EFFECTIVE WANS TO ASSIST MAN* ELDERLY 
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MEDICAID RECIPIENTS, WHO WOULD OTHERWISE BE IK NURSING HOMES. TO 
REMAIN IN THEIR HOMES. THE T VPES 0* SERVICES PROVIDED UNDER 
THESE PROGRAMS INCLUDE RESPITE CARE. THE PROVISION OF MEALS, AND 
CASE MANAGEMENT SERVICES NOT OTHERWISE COVERED BY MEDICAID. IN 
1985, THE LATEST VtAR FOR WHICH DATA IS AVAILABLE, THE MEDICAID 
PROGRAM SER\ ED OVER HALF A MILLION RECIPIENTS I K THE IR HOMES AT A 
COST OF APPROXIMATELY $1.1 BILLION 

ASSURINC OUiLTTY 

THE DRAMATIC CROVTH IN THE USE OF HOME HEALTH SERVICES REPRESENTS 
A TREND THAT WILL PROBABLY CONTINUE, GIVEN THE CURRENT EMPHASIS 
ON EFFICIENT USE OF HOSPITAL RESOURCES AND THE INCREASED 1EDICAL 
AND SOCIAL EMPHASIS ON THE PROVISION OF CARE IN NONINSTITl T IoSAL 
SETTINCS. JUST AS WE HAVE MOVED AGGRESSIVELY TO ASSURE THE 
QUALITY OF CARE PROVIDED TO PATIENTS IN HOSPITALS, WE ARE ALSO 
STRENGTHENING AND IMPROVING OUR PROCEDURES FOR ASSURING QUALITY 
CARE IN OUTPATIENT SETTINCS. INCLUDING HOME "ARE. 

SURVEY AND CERTIFICAT ION 

TO QUALIFY AS A PROVIDER OF CARE FOR MEDICARE AND MEDICAID 
PATIENTS,, A HOME HEALTH AGENCY MUST MEET SPECIFIC REQUIREMENTS, 
OR CONDITIONS OF PARTICIPATION. THESE CONDITIONS WERE DEVELOPED 
IN COOPERATION WITH PROFESSIONAL ORGANIZATIONS AND PRESCRIBE 
SPECIFIC REQUIREMENTS NECESSARY T 0 ENSURE THE HEALTH AND SAFETY 
OF INDIVIDIALS RECEIV INC SERVICES IN THEIR HOMES. THE CONDITIONS 
COVER THREE BROAD AREAS : PERSONNEL REQUIREMENTS FOR THOSE CIVlNG 
CARE. ADMINISTRATIVE REQUIREMENTS FOR AN AGENCY TO EFFECTIVELY 
RENDER CARE, AND REQUIREMENTS WHICH ADDRESS THE PROVISION Of- 
SPECIFIC TYPES OF CARE. 



LET ME BE MORE SPECIFIC ABOUT THE PERSONNEL QUALIFICATIONS, WHICH 
I JvNOfc ARE OF PARTICULAR CONCERN TO THIS COMMITTEE. PROFESSIONAL 
PERSONNEL ARE REQUIRED TO MEET SPECIFIC EDUCATIONAL. LICEN£lRE 
AND EXPERIENCE STANDARDS AND ARE REQURED TO PERFORM SPECIFIC 
DUTIES. FOR EXAMPLE, A REGISTERED NURSE MIST BE A CRAPlATE 0 F AN 
APPROVED SCHOOL OF PROFESSIONAL NlRSlNC AND BE LICENSED AS A 
REGISTERED NURSE BY THE STATE. 



ALL HOME HEALTH MRSInC CARE MIST BE PROVIDED UNDER T HE 
SUPERVISION OF A REGISTERED NURSE AND MUST BE IN ACCORD MTU A 
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PLAN OF TREATMENT DEVELOPED FOR EACH PATIENT AND REVIEWED 
PERIODIC/LLY. OUR REGULATIONS REQUIRE THAT HOME HEALTH AIDES BE 
CLOSELY SUPERVISED TO ASSURE THEIR COMPETENCE IN PROVIDING CARE. 
AIDES MUST ALSO BE CAREFULLY TRAINED IN METHODS OF ASSISTING 
PATIENTS TO ACHIEVE MAXIMUM SELF-RELIANCE , IN PRINCIPLES OF 
NUTRITION, IN THE AGING PROCESS AND * PROCEDURES FOR MAINTAINING 
A CLEAN, HEALTHFUL AND PLEASANT ENVIRONMENT,, AMONG OiHER 
RESPONSIBILITIES SPECIFIED IN REGULATIONS. 

LET ME NOTE. AT THIS POINT,, 1 HAT WE ARE EXTREMELY CONCERNED THAT 
A PROVISO OF THE OMNIBUS RECONCILIATION ACT OF 1980 HAS NOT 
BEEN IMPLEMENTED. THIS PROVISION CALLS FOR HOME HEALTH AIDE 
SERVICES TO BE PROVIDED B^ AIDES WHO HAVF "SUCCESSFULLY COMPLETED 
A TRAINING PROGRAM APPROVED BY THE SECRETARY." VE HAVE RECENTLY 
BECOME AWARE OF THIS SITLATION AND HAVE TAKEN" STEPS TO PUBLISH A 
PROPOSED REGULATION AS SOON AS POSSIBLE. 

WE DETERMINE WHETHER HOME HEALTH AGENCIES MEET THE RETIREMENTS 
TO PROVIDE SERVICES TO MEDICARE AND MEDICAID PATIENTS BASED ON 
SURVEYS PERFORMED BY STATE AGENCIES, USUALLY STATE HEALTH 
DEPARTMFNTS. WE SUPERVISE THE SURVEY PROCESS CENTRALLY AND ISSIE 
NATIONAL GUIDELINES TO ASSIST SURVEYORS IN APPLHNG THE 
CONDITIONS OF PARTICIPATION TO HOME HEALTH AGENCIES. WE ALSO 
CONDUCT REGULAR TRAINING OF SIRVE^ORS TO PROMOTE CORRECT AND 
CONSISTENT SURVEY FINDINGS. 

VISITS TO PATIENTS IN THEIR HOMES IS ONE ASPECT OF OUR CURRENT 
SURVEY PROCESS WHICH IS INTENDED TO IDENTIFY QUALITY PROBLEMS 
WE ARE WORKING TO FOCUS OUR HOME HEALTH SURVEYS MORE ON PATIENTS 
AND LESS ON DOCUMENTATION AND PAPERWORK. WE HAVE ALREADY 
IMPLEMENTED NEW SURVEY PROCEDURES FOR NURSING HOMES THAT 
EMPHASIZE DIRECT OBSERVATION OF PATIEN'T CARE AND WE WANT TO 
EXTEND THIS TYPE OF SURVEY TO HOME HEALTH AGENCIES . TO THIS 
END. WE ARE NOfc DEVELOPING, UNDER CONTRACT, A PATIENT OtTCO^IE 
ORIENTED StRVE* INSTRUMENT WHICH WILL ENABLE US TO ASSESS MORE 
EPFECTIVEL* THE ACTUAL QUALITY OF CARE PROVIDED IN THE HOME. WE 
EXPECT TO IMPLEMENT AN OUTCOME ORIENTED SURVEY OF HOME HEALTH 
AGENCIES IN F* 1988. 
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WHE.N STATE AGENCIES I DENT I FY DEFICIENCIES IN HOME HEALTH AGENCY 
PERFORMANCE, THEY MONITOR HOME HEALTH AGENCIES' EFFORTS TO 
IMPROVE THEIR OPERATIONS . OUR EMPHASIS IS ON ADVISING HOME 
HEALTH ACENCIES ABOUT NECESSARY CORRECTIONS AND GIVING THEM AN 
OPPORTUNITY TO COME UP TO STANDARDS. HOWEVER , IF DEFICIENCIES 
ARE NOT CORRECTED OVER TIME. STATE AGENCIES WILL RECOMMEND 
TERMINATION FROM PARTICIPATING IN MLDICARE AND MEDICAID. THESE 
PROCEDURES HAVE RECENTLY BEEN STRENGTHENED, PARTICULARLY WHERE 
THE HEALTH AND SAFETY OF PATIENTS ARE SERIOlSLY THREATENED. 

VHE SURVEY AND CERTIFICATION PROCESS IS AN IMPORTANT CORNERSTONE 
OF OUR QUALITY ASSURANCE PROCRAM AND WILL CONTINUE TO HA\ E OUR 
STRONC SUPPORT. AS EVIDENCE OF OUR BELIEF IN THE EFFECTIVENESS 
OF THIS PROCESS , WE HAVE INCREASED OUR HOME HEALTH AGENCY SU'VEY 
BUDGET FOR FY 1988 BY 48 PERCENT TO SIGNIFICANTLY INCREASE THE 
FREQUENCY OF SURVEYS. OVER 13 MILLION OF ADDITIONAL FUNDS WILL 
BE DESIGNATED SPECIFICALLY FOR HOME HEALTH AGENCY SURVEYS. WE 
BELIEVE THIS CLEARLY DEMONSTRATES OUR COMMITMENT TO QUALITY. 

MEDICAL AND CnvFPAC E COMPLETE REVIEW 

« ALSO RELY ON OTHER MECHANISMS TO ASSURE THAT ONLY NECESSARY 
CARE IS BEING PROVIDED BY HOME HEALTH AGENCIES. UNDER THE 
MEDICAL REVIEW PROGRAM, A SAMPLF OF MEDICARE CLAIMS SUBMITTED TO 
INTERMEDIARIES FOR PAYMENT IS REVIEWED BY NURSES OR PHYSICIANS TO 
DETERMINE IF THE SERVICES WERE MEDICALLY NECESSARY AND 
APPROPRIATE. THIS PROCEDURE HAS CEN7LY BEEN FACILITATED 
THROUCH THE USE OF NEW FORMS WHICH PROVIDE MORE AND BETTER 
INFORMATION FOR REVIEWERS TO MAKE ACCURATE DECISIONS. WE ARE 
WORKINC, WITH THE INPUT OF HOME HEALTH AGENCIES AND INDUSTRY 
REPRESENTATIVES,, TO SIMPLIFY AND IMPROVE THESE FORMS . I N 
ADDITION, CONSISTENCY OF INTERMEDIARY DECISIONS HAS BEEN GREATLY 
IMPROVED THROUGH THE RECENT MOVE FPOM 48 INTERMEDIARIES TO 10 
REGIONAL INTERMEDIARIES. 

UNDER THE COVEPAGE COMPLIANCE REVIEW PROGRAM, FISCAL 
INTERMEDIARIES VISIT ALL NEWLY QUALIFYING HOME HEALTH AGENCIES 
AND, ON A RANDOM BASIS, PATIENTS' HOMES TO ASSURE THAT CARE IS 
BEING PROVIDED IN ACCORDANCE WITH MEDICARE PROGRAM STANDARDS AND 
REQUIREMENTS. 
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CONCURRENT AUTHORIZATION 

IN JUNE WE WILL IMPLEMENT A PILOT PROGRAM OF CONCURRENT 
AUTHORIZATION FOR HOME HEALTH SERVICES. UNDrR THIS INITIATIVE, 
HOME HEALTH AGENCIES WILL SUBMIT PATIENT PLANS OF CARE TO 
INTERMEDIARIES WHICH WILL DECIDE, WITHIN 5 WORKING DAYS, WHETHER 
THE PROPOSED CARE MEETS MEDICAL NECESSITY AND COVERAGE 
REQUIREMENTS. THE INTERMEDIARY WILL THEN PAY CLAIMS THAT ARE 
CO'SISTENT WITH THE PLAN OF TREATMENT, THEREBY REDUCING THE RISK 
OF DENIALS . THIS PROGRAM IS EXPECTED TO PROVIDE FINANCIAL 
PROTECTION TO BOTH THE HOME HEALTH PATIENT AND AGENCY PROVIDING 
CARE. THE PILOT WILL BS CONDUCTED AT TWO SITES FOR A 90- DAY 
PERIOD AFTER WHICH WE WILL EVALUATE THE PRCGRAM. 

PPO REVIEW 

FINALLY , WE W ILL SHORTLY BE WORKING WITH PEER REVIEW 
ORGANIZATIONS ( PRO» ) TO REVIEW CARE PROVIDED IN HOME SETTINGS. 
THE OMNIBUS RECONCILIATION ACT OF 1986 (OBHA ) REQUIRED THAT PRCs 
REVIEW POST-HOSPITAL CARE PROVIDED IN VARIOUS SETTINGS,, INCLUDING 
CARE PROVIDED BY HOME HEALTH AGENCIES. PROs WILL ALSO PE 
REQUIRED TO REVIEW READM1SSIONS TO HOSPITALS OCCURRING WITHIN 31 
DAYS OF DISCHARGE. IN REVILING READMI SSIONS , PROs WILL LOOK AT 
INTERVENING CARE, INCLUDING SERVICES PROVIDED BY HOMl HEALTH 
AGENCIES, TO IDENTIF> PROBLEMS WITH QUALITY. 

THESE PROVISIONS BECOME EFFECTIVE FOR PRO CONTl ENTERED INTO 

AFTER JAN' .RY I, 1987. THE FIRST CONTRACT TO B» ECTcD WILL BE 
THAT OF THE PENNSYLVANIA PRO WHICH IS SCHEDULED "\ENEWAL OR 

AWARD IN JULY OF THIS YEAR. SINCE THE PENNSYLVANIA PRO IS OUT- 
OF-PHASE WITH OTHER PRO CONTRACTS, EARLY IMPLEMENTATION OF THE 
NEW REQUIREMENT THROUGH THIS PRO WILL PROVIDE US WITH AN 
EXCELLENT OPPORTUNITY TO USE PENNSYLVANIA AS A PILOT IN TESTING A 
PROTOCOL FOR THIS REVIEW. 

WE ARE ALSO DEVELOPING A PROTOCOL FOR PROs TO ESTABLISH SYSTEMS 
TO REVIEW AND RESPOND TO BENEFICIARY COMPLAINTS ABOUT QUALITY, AS 
SE3UIRED BY OBRA. PRO CONTRACTS WILL BE MODIFIED SO ThAT THE 
COMPLAIN i SYSTEM WILL BE OPERATIONAL BY AUGUST. 
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J *OlLD LIKE TO BRIEFLY DESCRIBE 0 IR RESEARCH AND DEMONSTRATION 
PROJECTS M„CH ADDRESS HOME HEALTH QUALITY . WE NOW HAVE UNDER W \\ 
IS WASHINGTON AnD COLORADO SMALL PI LOT PROJECTS ON THE 
DEVELOP AND TESTING OF QUALITY OUTGO- MEASUREMENTS FOR HOME 
HEALTH CARE Is COLORADO, WE WILL ALSO BE COMPARING THE COST, 
QIAL1TY AND EFFECTIVENESS OF CARE PROVIDED BY FREESTANDING AND 
HOSPITAL-BASED HOME HEALTH AGENCIES, AND EXAMINING THE IMPACT OF 
THE HOSPITAL PROSPECTIVE PAYMENT SYSTEM ON TiiE Ql ALIT) OF HOME 
HEALTH SERV ICES , , E ARE ALSO SUPPORTING TWO PROJECTS TO REV I EW 
THE ADEQUACY am, OUTCOMES OF POST-HOSPITAL, OR AFTERCARE , 
SERVICES. ALSO, B \ THE END OF THE ^ EAR WE EXPECT '0 HA' E 
INITIATED A STID* AVD DEMONSTRATION FOCUSING ON OUTCOME-ORIENTED 
QIALITY ASSESSMENT FOR HOME HEALTH SERVICES. 

WE .XPECT THESE STUDIES W 1LL PROVIDE US WITH INFORMATION IN THE 
FUTURE TO REFINE AND IMPROVE OUR OUTCOME ORI £NTFD SURVEY PROCESS 
AND TO ASSIST US IN MONITORING THE Q UAL m OF HOME HEALTH CARE. 

CONCLUSION 

WE BELIEVE THAT THE EXISTING MECHANISMS WE HAVE ,.n PLACE AND t„ E 
NEW MECHANISMS UNDER DEVELOPMENT UNDERLINE OUR CONTINIInG 
COMMITMENT TO QUALITY OF CARE FOR OUR BENEFICIARIES. WE KNOW 
THAT IMPROVEMENTS CAN ALWAYS BE MADE, AND W E BELIEVE OIR 
ACTIVITIES DEMONSTRATE A SINCERE INTEREST I.N MOV I KG FORWARD I N 
OUR Q.'ALin ASSIRANCE EFFORTS 

I M)lLD BE PLEASED TO ANSWER YOUR QUESTIONS 
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The Chairman. Mr. Hays, you have sort of given us the frame- 
work of how you spend $3.5 billion for home health care, or per- 
haps a little bit more, maybe $4 billion per year through Medicare 
and Medicaid. Is that correct? 

Mr. Hays. Yes. . 

The Chairman. I assume that you have heard a lot of the testi- 
mony this morning, have you not? 

Mr. Hays. I have heard part of it, not all of it. 

The Chairman. Not all of it. But the testimony has been of the 
nature that people receiving home health care— and this is a broad 
variety of payments through either Medicare, insurance or States 
or private funds. But the one thing that has been uniform in the 
testimony we have heard, is that whoever provides these nurses or 
health aides for the patients at home doesn't have any process of 
screening or skilld *issessment. It's obvious from the testimony, that 
there should be a test to see if the aides can operate medical equip- 
ment or even do minimal things like checking temperature. 

Why don't you have in place something that would require some 
sort of a framework, some test, some— I hate to use the word 
"guidelines" because it ought to be a lot stiffer than that—some re- 
quirements, that go beyond merely drawing up a regulation? Why 
in fact don't you have a regulation drawn and in force and in effect 
that would set up what type of training, what type of qualifications 
these people should have before they go out to the home? 

Mr. Hays. Mr. Chairman, our existing regulations do require 
that the staff of the home heulth agencies be trained. 

The Chairman. I beg youv pardon? 

Mr. Hays. Our mndlcions of participation, which the home 
health agencies must meet in order to participate in Medicare and 
against which we survey to make sure that those home health 
agencies are in compliance do include the requirement that the 
home health aide has been trained. 

The Chairman. Trained for what? Now, you have used a word, a 
general term. Trained for what? 

Mr. Hays. If I could finish that, Mr. Chairman. The regulation 
that I mentioned which we are now putting into place wcuid go 
beyond that to require that the training be in accordance with 
the 

The Chairman. Now, wait a minute. Tell me what you have now 
Tell me what you have now. You used the term, I didn't. You said 
the regulation required that they be trained. I am saying: trained 
for what? 

Mr. Hays. I would like to ask Mr. Bob Wren, who is the director 
of our office of coverage policy, and is more intimately familiar 
with the existing 

The Chairman. Oh, well, before 

Mr. Hays [continuing]. The existing regulations that are on the 
books and that we do enforce to address that question, Mr. Chair- 
man. , _ f „ 

The Chairman. Now, before I get through with you, Mr. Hays, 
let me ask you what yc know about it, because you have had 
plenty of time to know c t it. What was the bill you mentioned, 
Reconciliation Act of 1980: 

Mr. Hays. Yes. 
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The Chairman. Did it not require that regulations be drafted? 
Mr. Hays. Yes. 

gr!ms? CHAIRMAN " T ° ° 0Ver speciflc regulations for training pro- 

J?uL?l AY ?; It o Said that we were t0 have training standards pre- 
scribed by the Secretary for the home health 

The Chairman. Training standards. 

Mr Hays. The home health aide would have to have training in 
accordance with standards specified by the Secretary. The statute 
£u o e 0n to us as to what those standards would be 
the Chairman. In other words, the law said, "Mr. Secretary 
draw up some standards to say what these aides should be able to 
do. And that was in 1980, and you don't have them now, do you, 
as of this moment in time? 

JH^i P AYS L^ 6 W fu e ' Sha11 we say ' stunned to discover that those 
regulations had not been implemented. 

The Chairman You were stunned to discover that they hadn't 
been drafted, that you didn't have them in place? 
Mr. Hays. That's correct. 

^ T , hP f ,i? 1 iu IRMAN - And $4 billion ' not to mention what else goes 

xt » insu rance programs and private and State funds 
tv.«i r MT Y8 " Tho f standards would not address anything other 
than Medicare and Medicaid, Mr. Chairman, as I understand it 

The Chairman. That would address only the $4.5 billion? 

Mr. Hays. I can assure you, as I testified, we have a vigorous pro- 
gram, of which W e are very proud, that reviews through our survey 
fwif S. Catl0n a g encies > °ur fiscal intermediaries, and increasing- 
ly through our peer review organizations, the quality of care pro- 
vided by home health agencies. 

The Chairman You review it, and you haven't drafted the regu- 
review? ^ What they ' re su PP 0Sed to do? Wha t do you 

n,5 r u7 HAYS ; W . e ^ eview against a11 of the conditions of participa- 
tion. We look at the 

The Chairman. Well, isn't that a review to see how they fill out 
the paperwork and send it in so they can collect their money? 
Mr. Hays. Certainly that is part of it 
The Chairman. That's part of it. 
Mr. Hays. But that is not what I am referring to 
The Chairman. Is that a big part of it? 
Mr. Kays. It is a big part of it. For example 

patient Mr ' HayS ' 1 think that means much to the 

Mr. Hays. That is why we make thousands of home visits. That 
s why the physician is required to sign a plan of treatment. That 
f a *u 1S al ! Unde J the supervision of a physician and then 
under the supervision of a registered nurse. This is not just a willy- 

wi y rp P n i?i ram W u hlCh ^y^e c an happen to people out there. 

ZcJr & ? b fu n br ° Ught out here this mornin g- abuses can 
occur, rortunately, those are a small number of cases. Obviously 
ever one case of abuse is one case too many, but that is why we are 
stepping up our budget for these surveys by 50 percent this year 
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The Chairman. Mr. Hays, I don't want to be unfair to you or any 
one individual, but we have heard repeated testimony today that it 
wasn't just one instance, that it was several instances. 

One patient mentioned that over the same time frame that you 
are talking about between 1980 and today, 7 years when regula- 
tions were supposed to be in place — we heard one witness testify 
that they had bad experiences with over a half a dozen different 
people sent by one agency. Every witness has told us that this hap- 
pened repeatedly over a period o? years. 

The witness before you people said she had been working for dif- 
ferent home care agencies and it wasn't just a regrettable incident 
or two, it was a continuous, ongoing experience. 

We have asked everybody, "Who should be in charge?" Who 
should be in charge? 

Mr. Hays. The physician who approves the plan of treatment 
and the registered nurse who supervises the provision of the treat- 
ment, and to the extent that Medicare is involved, the Health Care 
Financing Administration through our survey and certification 
agencies, through our fiscal intermediaries, and through the peer 
review organizations. 

The Chairman. Well, I am afraid those kinds of answers, Mr. 
Hays, aren't acceptable. Who should be in charge? Now, is the Fed- 
eral Government going to be in charge? Are you going to draft a 
regulation that sets qualifications for Medicare and Medicaid pay- 
ments for home health care, and what they have to do to meet the 
patients' needs? . 

Mr. Hays. Mr. Chairman, the regulation that you are referring 
to goes to one narrow part of the entire home health picture. We 
have in place 

The Chairman. It happens to be that one so called narrow 
part" that we are very interested in today We think it's a pretty 
broad part that may affect as many a3 5 million Americans. Now, 
that is a pretty big problem. 

Mr. Hays. I don't want to intentionally give the erroneous im- 
pression, though, that we do not have regulations in place govern- 
ing the home health benefit, because we do, and those regulations 
in turn form the whole framework for inspecting home health and 
the quality of home health care tl jrt is provided to our 1.5 million 
Medicare beneficiaries who received home health services last year. 

The Chairman. I am sure, Mr. Hays, that you want to set the 
record straight here, make it less confusing and answer the ques- 
tions honestly. You have already said you agree the 1980 Reconcili- 
ation Act required that regulations be drafted to set the standards 
for home health care for patients. We are in synchronization that 
far. , 

Mr. Hays. The home health aide training, Mr. Chairman. 

The Chairman. Pardon me? 

Mr. Hays. Those regulations are directed at home health aides. 
The Chairman. And nurses? 

Mr. Hays. It's my understanding that those are only with respect 
to home health aides. 
The Chairman. Not to nurses? 
Mr. Hays. That's correct. 

The Chairman. Do you have regulations on nurses? 
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o i? r 'u HAYS ' 355 we do for a11 employees of home health agen- 
cies who provide any sort of care to— 

The Chairman. Do you have regulations on nurses that say that 
when a nurse is sent out that has nev r operated essential equip- 
ment that that nurse shouldn't be sent out? 

Mr. Hays. It's my understanding that the 

The Chairman. And therefore there shouldn't be any payment? 
«, AYS ' Its , m Z unders tanding that the regulations require 
that the personnel be trained and are able to provide the type of 
service that they in fact are providing. 

The Chairman. You haven't identified what type of training that 

though, have you, or what experience that is? 

Mr Hays As I recall, the regulations require that training be 
ZTlnU and that 4 a PP r °Priate training. The regulations do 
not spell out the specific type of training that is to be provided 

the Chairman. I am sure, then, that you have read the inspector 
general s report on this very topic? 

Mr. Hays. I have seen that, yes. 

The Chairman. You have seen that. Do you agree with it? 

Mr. Hays. The report makes a number of observations and rec- 
ommendations. As a general proposition, we certainly concur that 
we need to do more with respect to home health aides and to make 
sure that they are providing the right level of care, that they are 
not trying to provide care that they shouldn't be providing, and 

™ W o have a PP r opriate training standards in place. 

A* £ HAIRMAN - Which you do not have now. 
«tiSlte *w * N0t f with /espect to the specific requirements of the 
statute that we referred to previously. 

T h f.? HAIRMAN - Would y° u agree with this paragraph directK 
out of the inspector general's report: 

Legislative changes in section 1861(mX4) of the Social Security Act in 1QR1 

quired home health aides to have successfully competed a tra ning p og am It 

cur^uuL^ ^^y: HCFA drafted a regulation* which * 

„„ , ■ * meet ' he > ntent of the !aw - and that regulation was never finalize! 
and no training standard was established. nnanzeo 

Do you agree with that? 

reg^latio A nin^lace eStifie(1 ' iS the faCt ' and We are putting that 
fJJH- e CHA u RMAN - That is a ver y specific regulation and you are 
rSnted? g ^ shocked to learn that [t hadn ' 1 be ™ imple- 

Mr. Hays. Yes. 

„ The . ^"airman All right. Now, do you think this is a Federal re- 

?ES?kSr ? y and *P^ 8 ^PonsibiHty not only to draft the regula- 
tion but to carry it out and enforce it? 

Mr. Hays. Certainly. 

The Chairman. When could it be done? 

a «^;c^ AY % We . will L have a Proposed regulation published as soon 
as possible. That probably means within the next couple of months. 

f^^SSJSS^'iS^ of months - and * wil1 start 

Mr. Hays. Public comment. 

The Chairman, [continuing]. Public comment, and so therefore it 
might be in place prior to the end of the year? 
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Mr. Hays. I would certainly hope so. 
The Chairman. You would hope so. 

All right. Now, is there anything else you would like to tell me 
about thi&? Shouldn't this be a Federal responsibility. If it is a Fed- 
eral responsibility will it sort of set standards for everybody else, 
all of these agencies that use Medicare and Medicaid? 

Mr. Hays, Are you referring again specifically to the training 
standards? 

The Chairman. Yes. 

Mr. Hays. I would assume, as a practical matter, that would ulti- 
mately be the result. To the extent that the home health agency 
wishes to participate in Medicare and Medicaid, they would have to 
follow those standards. I assume that the majority of home health 
agencies want to participate in Medicare and Medicaid. 

The Chairman. Isn't it true that more than 95 percent of them 
participate in Medicare and Medicaid now? 

Mr. Hays. I don't know that statistic, but I wouldn't be at all sur- 
prised. That sounds right. 

The Chairman That statement is not an off-the-wall statement. 
It is probably an accurate statement. So therefore, your standards 
that are imposed by the regulations will probably cover at least 
that many agencies. 

Mr. Hays. Well, that assumes that they all can comply with that 
requirement and can continue to participate in Medicare and Med- 
icaid. 

The Chairman. Is it your purpose that these regulations be dom- 
inant, not just for the agencies? How are you going to enforce 
them; by yourself or through the States? 

Mr. Hays. Yes, is the answer. We enforce them, but as is the 
case with survey and certification in general, that is done primari- 
ly through the State agencies that we have working^ for us by stat- 
ute under contract. Then we do a certain number of direct Federal 
surveys using Federal staff to make sure that the State agencies 
are complying with our requirements. 

The bottom line is, yes, we do enforce them. 

The Chairm..n. Who is going to recommend termination of an 
agency the doesn't comply? 

Mr. Hays. The recommendation for termination is made by the 
State survey and certification agency, and then we act on that rec- 
ommendation. 

The Chairman. Does it work? 

Mr. Hays. Yes. 

The Chairman. Have you terminated any? 

Mr. Hays. Yes. 

The Chairman. How many? 

Mr. Hays. Well, last year we had 12 involuntary terminations, 
which were outright Federal terminations. We had several hundred 
so-called voluntary terminations. 

The Chairman. Well, 12, you called them "involuntary," mean- 
ing you told them they're out of business with Medicare and Medic- 
aid. 

Mr. Hays. Yes. 

The Chairman. How many were recommended? 
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<JS kH JL ,t 0n }. ^ he answer t0 that; 5f there is a differ- 
ence between the two numbers-in any event, I will be happy to 
supply that information for the record. PPy 

we^rSmme^ 068 dther 0ne ° f y ° Ur C ° h0rtS kn0W how man * 

&SfttiZS&Si the — to that W~ 

HiystX^r^reSrd-f f0U ° Wing ™ Mted b * Mr " 

oJteSlZ?^' A " right ' But Several hundred just disa PPeared 
Mr. Hays. Well, several hundred so-called voluntary termina- 
tions, which cou'a range from anything from a corporate me^er of 
Z ^ tin ^ h0me h f altl ? a e encies to a station where the agency 

Sf^^w,? 131 5t COuldn>t meet our requirement d? 
cided to get out of the program. 

&5ffSS3XgS'3 -* te * - S3** 

Mr. Hays. It is certainly our responsibility to get the regulation 
implemented that flows from that 1980 statute, yes. regulatl0n 
t-«i e f?^ Now, I just want to be sure now. Your interpre- 
tation of what the 1980 law requires is that there will be there 

JJ[: " AYS - Essentially yes. Certainly, a training program that 
meets the requirements of the Secretary, yes. " 

M^SKf meCtS the re( l uiremen ts of the Secretary? 

The Chairman. All right. Thank you very much. 
Mr. Hays. Thank you. ' 
The Chairman. And you, too, Mr. Wells. Thank you all. 
Mr. Wells. Thank you, Senator. 

The Chairman The committee will be in recess until 2:15. 

veLYafl-Tn^ tv 45 P - m -U th % commit tee was recessed, to recon- 
vene at z.it> p.m., this same day] 

afternoon session 
The Chairman. The committee will come to order 
tor GenS Wltn6SS be Mr D ° nald Nicholson > Assistant Inspec- 
Mr. Nicholson? 

rS Zil^Hl °I D ° NALD NI CHOLSON. ASSISTANT INSPECTOR 
GENERAL, U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 

hi?Vwf !£ U50N - Th ! nk you ' Chairman. It is a pleasure to be 
fc* ls ^ternoon. As you pointed out, I am Assistant Inspector 
General My specific title is Assistant Inspector General for Analy- 
sis and Inspections m the Department of Health and Human W 
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ices, and I am here today at the request of the committee to 
present to the members the findings of a draft report that we re- 
cently released entitled "Home Health Aide Services for Medicare 
Patients." 2 

The Office of the Inspector General produces many reports. 
Many of these reports are investigative and audit type reports. We 
also produce what we call inspection reports, which for lack of a 
better word are evaluative studies. We do these studies after we do 
literature search and talk to people that we consider to be profes- 
sionals and experts in the field. And after having done that and 
backing off and taking a look at the information that we have gar- 
nered, if we feel that there is a potential for a problem, then we 
will conduct an inspection. We felt that there was a potential for a 
problem in the area of home health aide services, thus our reason 
for us having conducted that inspection. 

I am going to skip over the first couple or three pages of my writ- 
ten testimony because it represents introductory remarks and dis- 
cusses some of the same information that Mr. Hays has already 
provided for the committee, and go immediately into the inspection 
itself and why it was that we di J it and what it was that we found. 

Our inspection was designed to look at the type and number of 
services provided to Medicare beneficiaries by home health aides 
and the training and the supervision of the aides who are required 
to perform these services. Our study included onsite visits in seven 
States: California, Illinois, Connecticut, New York, Pennsylvania, 
Tennessee, and Texas. We went into 16 selected Medicare certified 
home health care agencies. Visits were also made in 3 of those 
States to 9 home health aide vendor agencies with whom 6 of the 
16 home health agencies contracted for aide services. In other 
words, these vendor agencies are in the business of providing home 
health aide services to certified home health agencies, and we 
wanted to look at that situation and exactly how it worked. 

We had discussions with 194 people, responden s in these seven 
States that I mentioned earlier, and in addition, five other States, 
those five States being: Colorado, Iowa, Michigan, Minnesota, and 
Ohio. So we had 12 States altogether invoh d in the study, and ad- 
ditionally we gathered some information from five additional 
States— Florida, Iowa, Louisiana, Oregon, and Virginia. 

The findings of our study raised concerns about the overall qual- 
ity of care provided by home health aides. While aides perform 
most of the assigned personal care services— that is, such things as 
taking care of the hair, the teeth, bathing, homemaking services, 
meal preparation, that sort of thing, they only provide half of what 
we call supportive specialized services. These are services analo- 
gous to the services that you have on the board up there. 

Our first finding highlights the fact that Medicare patients needs 
for home health aide services are in fact not being met. We re- 
viewed a total of 48 patient records, and that review revealed that 
where the plans of care called for these specialized services which 
supported skilled nursing services or physical therapy services, 
that the aides failed to document and perform half of these tasks 



2 See p 81 
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Jf fho f^f 1 £'" m A nCe r?[ th t ese ^ de P rives the Medicare patient 
of the MI benefit of the home care program and could result in 

fn^n^' '?. a Pat ^ nt not real l zin g ful1 rehabilitation potentia or 

ma? C^iireT WOrSenmg to a P oint wherp hospitalization 

a-JL re ^ ieW of J tl i? V*ient records also revealed that home health 
aides always delivered the personal care services, such as as I 

5? hTh™T h ^ bathS ' Car / 0f the mouth ' skin ' hair > listing to 
the bathroom, bedpans, and preparing meals. Consequently, the 
aide is more or less viewed as a personal caregiver, and this percep- 

sKliS ttvk?s faUUre ° n tHe Part ° f aid6S to pr0vi< k thes e 

e W' ^ found l ¥ l , Federal standards, in the view of many af- 
fected by those standards, are not as extensive or as specific as 
SStrt t0 I be J he Medicare condition of participation for home 

F ShPr th aCl f B S m f u *» for ^ruitment, hiring, and training. 

rurther, the standards for assignment of aides and supervision 
do not provide sufficiently objective criteria. As a result State 
agencies responsible for surveying the home health agencies for 
compliance with the conditions of participation find the survey 
process difficult to perform effectively. y 

Many States provide standaids with specific criteria for the 
training of home health aides, although these standards vary with 
regard to training curriculum, length, and content. ^ 
vpvs Tv£ H^il^i? ri 9 rit y j s + Placed by States on home health sur- 
ofSrv^ Smed 8126 ° f ** ^ S ^ 38 We " 88 the number 

Finally, we noted problems with agency practices in emDlovine 
SSi ^i;y itment ' hirin g. ^d retention of kme health 37£f 
major problems for many agencies, which offer low pay and few 
fringe benefits. These factors preclude retention of reliable employ- 
tfjr^lf^f agei * ies experience a very high turnover rate. Other 
agencies that provide a fair wage and good fringe benefits, howev- 
er, assure effective selection and retention of aides by offering 
many incentives. J 

Poor supervision of aides is the main reason or a primary reason 
for the failure to provide ordered care. Substantial weaknesses 
were noted in the supervising nurse's orientation of aides to the 
needs of patients. These weaknesses were directly related to the ab- 
u en uu j t and Com P r ehensive Medicare standards for home 
,,nlip a t1f 0 S - Im P.i; ovem ents in Medicare standards are needed to 

th^ffn,^^ l Car ?u Pr0V i d S d by aides and t0 assure that 
the estimated $65C million that Medicare will pay for aide services 
in 1987 will not be wasted. 

We have made a number of recommendations that play off of 
these findings, to the Health Care Financing Administration, to 

thi P rZ e r r t C0 Tif S ° me ° f the P roblems that we have highlighted in 
the report. These recommendations are being reviewed now by the 
Srfh ^Jf^/^ancmg Administration and, based on the back-and- 
torth that we have with them, may necessarily need to be modified 
A list of the recommendations as we have made them, based on 
our findings, is included in the draft report already submitted to 
the committee and of course we are happy to submit a copy of the 
final report when it becomes finalized, to the committee 
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This concludes my statement, and I am available to try to 
answer any questions tha'; you may have, Mr. Chairman. 
[The prepared statement of Mr. Nicholson follows:] 
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TESTIMONY 
OF 

DON NICHOLSON 
ASSISTANT INSPECTOR GENERAL 
OFFICE OF INSPECTOR GENERAL 
DEPARTMENT OF HEALTH AND HUMAN SERVCIES 
ON 

NOME HEALTH AIDE 

GOOD MORNING, , AM DON NICHOLSON, ASSISTANT INSPECTOR GENERAL 
FOR ANALYSIS AND INSPECTIONS OF THE DEPARTMENT OF HEALTH AND 
HUMAN SERVICES. 

I ART HERE THIS MOFNING AT THE REQUEST OF THE COMMITTEE ON 
AGING TO PRESENT TO THE MEMBERS THE FINDINGS OF CUR DRAFT 

R£P0RT ' HEALTH AIDE SERVICER FOR g TIENTi IP 

THE COMMITTEE DESIRES. I HILL SUBMIT A COPY OF OUR FINAL 
REPORT FOR THE RECORD. 

THE OFFICE OF INSPECTOR GENERAL PRODUCES MANY REPORTS DURING 
THE YEAR ON THE VARIOUS PROGRAMS OPERATED BY THE DEPARTMENT 
OF HEALTH AND HUMAN SERVICES . INCLUDED ARE AUDIT AND 
INVESTIGATIVE REPORTS AS NELL AS INSPECTION STUDIES DONE BY 
THE OFMCE OF ANALYSIS AND INSPECTIONS. INSPECTION REPORTS 
ARE EXAMINATIONS OF ISSUES OF SIGNIFICANT IMPORTANCE TO THE 
SECRETARY. THE INSPECTOR GENERAL OR KEY DEPARTMENTAL 
COMPONENT HEADS. HE UNDERTAKE THESE STUDIES AFTER CAREFUL 
RESEARCH AND REVIEH OF THE ISSUES AND THEIR „i ST0 rv. 01n . y 
HHEM THE ISSUES INDICATE THAT THIS IS A PROBLEM WORTHY OF 
FURTHER ANALYSIS. DO HE UNDERTAKE AN INSPECTION. SUCH IS THE 
CASE WITH HOME HEALTH AIDES. 

INTRODUCTION 

HEALTH AND PERSONAL CARE SERVICES PROVIDED TO ELIGIBLE 
PATIENTS AT HOME ARE REIMBURSED UNDER MEDICARE. THESE 
SERVICES INCLUDED SKILLED NURSING, PHVSICAL. SPEECH AND 
OCCUPATIONAL THERAPY, MEDICAL SOCIAL SERVICES AND SERVICES 
PROVIDED BY HOME HEALTH AIDES, INCLUDING PERSONAL CARE. THEY 
«KT BE ORDERED BY A PHYSICIAM AND PROVIDED THROUGH A 



SO 



ERIC 



76 



MEDICARE-CERTIFIED HOME HEALTH AGENCY. COVERAGE BY MEDICARE 
IS ALSO DEPENDENT UPON A HOMEBOUND PATIENT'S NEED FOR THE 
PART-TIME OR INTERMITTENT SERVICES OP NURSES AND OTHER 
SKILLED PROFESSIONALS* THE COVERAGE OF HOKE HEALTH AIDE 
SERVICES IS CONTINGENT UPON THE NEED FOR SKILLED PROFESSIONAL 
SERVICES. 

IN 1985. MEDICARE REIMBURSED. AT A COST OF APPROXIMATELY $2 
BILLION. NEARLY 6.000 CERTIFIED HOME HEALTH AGENCIES (HHA'S) 
FOR ALL SERVICES. BY 1990. WE ESTIMATE THAT AS MANY AS 2.2 
MILLION PATIENTS WILL BE RECEIVES HOME HEALTH VISITS. AND AS 
MANY AS 30 PERCENT OF THOSE VISITS HILL BE MADE BY HOME 
HEALTH AIDES. AIDES WILL CONTINUE TO SPEND TRIPLE THE AMOUNT 
OF TIME IN A PATIENT'S HOME AS OTHER SKILLED PROFESS IOHALS . 

IN ORDER FOR A HOME HEALTH AGENCY TO PARTICIPATE IN THE 
MEDICARE PROGRAM. IT MUST MEET CERTAIN CONDITIONS OF 
PARTICIPATION STANDARDS. THESE STANDARDS. AS EMBODIED I 
REGULATIONS, COVER SUCH AREAS AS ORGANIZATION, ADMINISTRATIVE 
ACCOUNTABILITY. FINANCIAL PLANNING AND BUDGET INC, 
RECORDKEEPING. THE PROVISION OF HEALTH SERVICES AND QUALITY 
ASSURANCE PROCEDURES . 

THE REGULATIONS ALSO IDENTIFY TASKS WHICH HOME HEALTH AIDES 
ARE TRAINED TO PERFORM AND DUTIES WHICH THEY MAY BE ASSICNED 
BY A REGISTERED NURSE. HOWEVER. TASKS AND DUTIES RELATED TO 
PERSONAL CARE ARE NOT CLEARLY DEFINED. BUT MAY INCLUDE: 

A. PERSONAL CARE SERVICES , SUCH AS: 

O HELPING THE PATIENT WITH BATH. CARE OF MOUTH. SKIN 
AND HAIR; 

O HELPING THE PATIENT TO THE BATHROOM OR IN USING BED 
PANS AND CHANGING THE PATIENT'S BED LINEN; AND 

ASSISTING WITH MEaL PREPARATION AND HOUSEHOLD 
SERVICES ESSENTIAL TO HEALTH CARE AT HOME TO 
MAINTAIN A CLEAN. HEALTHFUL AND PLEASANT 
ENVIRONMENT. 
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B - SELECTED SKILLED NURSING SERVICES . SUCH AS i 

0 ASSISTANCE WITH MEDICATIONS THAT ARE ORDINARILY 
SELF-ADMINISTERED; 

0 SIMPLE EXERCISER- 

0 SPECIFIC TREATMENTS; 

0 CLINICAL OBSERVATIONS AND NUTRITION; AND 

0 COMPLETING APPROPRIATE RECORDS. 

C - SELECTED REHABILITATION SERVICES . SUCH AS: 

0 ASSISTANCE WITH AMBULATION AND EXERCISES AS AN 
EXTENSION OF SKILLED THERAPY SERVICES; AND 

0 REPORTING CHANGES IN THE PATIENT'S CONDITION TO THE 
SUPERVISING NURSE OR THERAPIST. 

THE SOCIAL SECURITY ACT., SPECIFICALLY SECTION 1861(M)(4), 
REQUIRES HOME HEALTH AIDE SERVICES PROVIDED TO MEDICARE 
PATIENTS TO BE "PART-TIME OR INTERMITTENT." ALSO. HOME 
HEALTH AIDES ARE REQUIRED TO HAVE "SUCCESSFULLY COMPLETED A 
TRAINING PROGRAM APPROVED BY THE SECRETARY." 

THE CERTIFICATION OF HHA'S IS CARRIED OUT BY THE MEALTH CARE 
FINANCING ADMINISTRATION (HCFA) THROUGH THE EFFORTS OF STATE 
SURVEY AGENCIES. HOME CARE AGENCIES MUST BE LICENSED IN 
STATES WHICH REQUIRE SUCH LICENSURE. 



OUR INSPECTION 



OUR INSPECTION HAS DESIGNED TO LOOK AT THE TYPE AND NUMBER OF 
SERVICES PROVIDED TO MEDICARE BENEPICIARIES BY HOME HEALTH 
AIDES AND THE TRAINING AND SUPERVISION OF THE AIDES WHO ARE 
REQUIRED TO PERFORM THE NECESSARY SERVICES. OUR STUDY 
INCLUDED ONSITE VISITS IN SEVEN STATES (CALIFORNIA, ILLINOIS. 
CONNECTICUT. NEW YORK. PENNSYLVANIA , TENNESSEE AND TEXAS) TO 
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16 SELECTED MEDICARE CT TiFI ED HOME HEALTH AGENCIES (HHA'S). 
VISITS WERE ALSO MADE AN THREE OF THOSE STATES TO NINE AID 
VENDOR AGENCIES WITH WHOM SIX OP THE 16 HHA'S CONTRACT FOR 
AIDE SERVICES. DISCUSSIONS WERE HELD WITH 194 RESPONDENTS IN 
THESE STATES AND IN FIVE OTHER STATES (COLORADO. IOWA. 
MICHIGAN. MINNESOTA AND OHIO). INFORMATION ON STATE 
STANDARDS WAS ALSO PROVIDED BY FLORIDA. IOWA. LOU T S I ANA , 
OREGON AND VIRGINIA. 

MAJOR FINDINGS 

THE FINDINGS OF OUR STUDY RAISED CONCERNS AttOUT THE OVERALL 
QUALITY OF J A RE PROVIDED BY HOME HEALTH AIDES. WHILE AIDES 
PERFORM MOST OF ASSIGNED PERSONAL CARE SERVICES., THEY PERFORM 
HALF O* THE SUPPORTIVE SPECIALIZED SF TCES. 

OUR FIRST F ywn ^KG HIGHLIGHTS TH 'T MEDICARE PATIENT'S 

M EEDo FOR KT .OME HEALTH AIDE SERVICES ARE 30 f BEING HET - 

A REVIEW OF PATIENT RECORDS REVEALED THAT WHERE Ti.J PLANS OF 
CARE CALLED FOR SPJC7ALIZED SERVICES IN SUPPORT OF THE DUTIES 
OF SKILLED .JURSEsJ 0'. h >IC»L THERAPISTS. THE AIDES FAILED TO 
DOCUMENT. Ai;D PERFO. ., HALF OF THESE TASKS. THE NON- 
PERFORMANCE OF THESE TASKS DEPRIVES THE MEDICARE PATIENT OF 
THE FULL BENEFIT OF THE HOME CARE PROGRAM. AND COULD RESULT 
IN A PATIENT NOT REALIZING FULL REH> -ITATION ?0T r ~"IAL, OR 
IN A PATIENT'S CONDITION WORSENING TO THE POINT WHERE /Z- 
HOSPITALIZATION IS REQUIRED. 

THE REVIEW OF PATIENT RECORDS ALSO REVEALED THAT HOME HEALTH 
AIDES ALWAYS DELIVERED PRESCRIBED PERSONAL CARE SFWICES. 
SUCH AS HELPING PATIENTS WITH BATHS, CARE OF MOUTH. SKIN AND 
HAIR., ASSISTING THEM TO THE BATHROOM OR IN USE OF BED PANS 
AND PREPARING HEALS FOR THEM. CONSEQUENTLY,, THE AIDE IS 
VIEWED AS A PERSONAL CART GIVER. THIS PERCEPTION CONTRIBUTES 
TO THE FAILURE OF AIDES TO PROVIDED SPECIALIZED SERVICES - 

SECONDLY. WE FOUND THAT FEDERAL S TANDARDS WERE NOT BEING 
PROVIDE D. 

THE MEDICARE CONDITION OF PARTICIPATION FOR HOME P~ALTH AIDES 
LACKS STANDARDS FOR RECRUITMENT. ■ tRlNG AND TRAIN G. 
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FURTHER, THE STANDARDS FOR ASSIGNMENT OF AIDES AND 
SUPERVISION DO NOT PROVIDE SUFFICIENTLY OBJECTIVE CRITERiA. 
AS A RESULT # STATE AGENCIES RESPONSIBLE FO* SURVEYING HOME 
HEALTH AGENCIES FOR COMPLIANCE WITH THE CONDITIONS OF 
PARTICIPATION FIND THE SURVEY PROCESS DIFFICULT TO PEr.F)PM 
EFFECTIVELY. MANY STATES PROVIDE STANDARDS WITH SPECIMC 
CRITERIA FOR THE TRAINING OF HOME HEALTH AIDES., ALTHOUGH 



THESE STANDARDS VARY WITH REGARD TO TRAINING CURRICULUM 
LENGTH AND CONTENT. IN ADDITION. LOW PRIORITY IS PLACED BY 
STATES ON HOME HEALTH SURVEYS. THIS LIMITS THE SIZE OF 
SURVEY STAFFS AS WELL AS THE NUMBER OF SURVEYS PERFORMED. 

FINALLY. WE NOTED PROBLEHS WITH AGENCY PRACTICES IN EMPLOYING 
AIDES . 

RECRUITHENT, HIRING AND RETENTION OF HOME HEAL.ri AIDES ARE 
MAJOR PROBLEMS FOR MANY AGENCIES WHICH OFFER LOW PAY AND 

RELIABLE EMPLOYEES At'D EXPERIENCE A VERY HIGH TURNOVER RATE. 

OTHER AGENCIES, HOWEVE^ ASSURE EFFECTIVE SELECTION AND 

RETENTION OF AIDES BY OFFERING MANY INCENTIVES, INCLUDING 

SOOD PAY., BENEFITS AND PARAPROFESS IONAL STATUS. 

POOR SUPERVISION OF AIDES IS THE MAIN REASON FOR THE FAILURE 
TO PROVIDE ORDERED »RE. SUBSTANTIAL WEAKNESSES WERE NOTED 
IN THE SUPERVISING NURSES' ORIENTATION OF AIDES TO THE NEEDS 
OF PATIENTS. THESE WEAKNESSES WERj> DIRECTLY RELATED TO THE 
ABSENCE OF CLEAR AND COMPREHENSIVE MEDICARE STANDARDS FOR 
HOME HEALTH AIDES. IMPROVEMENTS i N MEDICARE STANDARDS ARE 
NEEDED TO UPGRADE THE QUALITY OF CARE PROVIDED BY AIDES AND 
TO ASSURE THAT THE ESTIMATED $650 MILLION MEDICARE WILL PAY 
FOR AID SERV1 JS IN 1987 WILL S'OT BE WASTfc'*. 

CONCLUSION : 

WE HAVE MADE A NUMBER OF RECOMMENDATIONS TO HCFA TO HELP 
OVERCOME SOME OF THE PROBLEMS HIGHLIGHTED IN OUR REPORT. 
THESE RECOMMENDATIONS ARE BEING REVIEWED DY HCFA AND B.-SED ON 
ANY COMMENTS WE RECEIVE'. MAY BE MODIFIED. A MST *F THESE 
RECOMMENDATIONS ARE INCLUDED IN OUR DRAFT REPORT FOR YOUR 
REVIEW. 

THIS CONCLUDES MY STATEMENT. I AM AVAILABLE TO ANSWE" *WY QtFSTIONS. 
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DEPARTMENT OF HEALTH h 8UMAN SERVICE* 



0*1 <e of lAtoectc* G***»»i 



W**ft^:o« DC 20201 



APR 2 0 W 



The Honorable John Helcher 
Chairman, Connittee on Aging 
United States Senate 
Washington, D.C. 20510 

Dear Mr. Chairman: 

This is in response to your letter of Api 2, 1987 
concerning an Office of Inspector Genera, report on Hose 
Health Agencies (hhas). 

Our office has recently conducted a study m order to help 
the Department of Health and Human Services and other 
interested parties obtain a picture of hose health aide 
services provided to Medicare patients. Our study findings 
are based upon discussions with HHA and vendor administrative 
personnel, State surveyors, physicians, nurses. Medicare 
patients and others in the home care industry of 16 selected 
Medicare certified HHAs in seven States. W<* ar e pleased to 
share with you our draft report entitled "Home Health Aide 
Services For Medicare Patients." 

The findings of our study raised concern about the overall 
quality of care provided by home health aides. While aides 
performed most of the assigned personal care services, they 
failed to perform supportive specialised medical services. 
We believe the non-performance of these tasks deprives the 
Medicare patient of the full benefit of the home care 
program, and could result in a patient not realizing full 
rehabilitation potential, or in a patient's condition 
worsening to the point where re-hospitalizat ion is required. 
Since th« Medicare program is already paying for visits of 
sufficient length to accommodate more specialized services o£ 
aides, the Medicare piogram is paying for aide services not 
rendered. We are recommending that the Department ta*e 
various steps to tighten the provision of home health aide 
services. This report is currently circulating within the 
Department for review and comment. 

The study was directed by Tom Tully our Regional inspector 
General in the New York office of Analysis and Inspections. 
Inquiries concerning the study report and findings may he 
directed to hia at (212) 264-5295. 




Rio „rd P. Kusserow 
J.i3pector Gene-al 



Enclosure 
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HOME HEALTH AIDE SERVICES 
FOR MEDICARE PATIENTS 



DRAFT 
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Off ice -of 'Inspector General 



The mission of "the Office, of Inspector General (OIG)" is to 
promote the efficiency, effectiveness and integrity or programs 
in the United States Department of' Health and Human Services 
(HHS). It does. this by developing methods to detect and prevent 
fraud, waste and abuse. Created by statute in 1976, the 
Inspector General keeps both the Secretary and the Congress 
fully and currently informed about programs or management 
problems and recommends corrective action. The OIG performs its 
mission by conducting audits, investigations and inspections 
with approximately 1,200 staff strategically located around the 
country. 



This report is produced by the Office of Analysis and 
Inspections (OAI), one of the three major offices within the 
OIG. The other two are the Office of Audit and the Office of 
Investigations. OAI conducts inspections which are typically 
*=hort-term studies designed to determine program effectiveness, 
efficiency and vulnerability to fraud or abv *e. 



The report is entitled, "Home Health Aide Services For Medicare 
Patients." It was prepared following a review conducted to help 
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EXECUTIVE SUMMARY 



The findings of our study raised concerns about the overall 
quality of care provided by hone health aides. While aides per- 
form most of assigned personal care services they perform half of 
the sioportive specialized services. 



MAJOR FINDINGS 



I. MEDICARE PATIENTS' KEEPS FOR KEY HOME HEALTH AIDE 
SERVICES ARE HOT BE INC MET 

* A review of patient records revealed that where the plans 
of care called for specialised services in support of the 
duties of skilled nurses or physical therapists, the 
aides failed to document, and perforta, half of these 
tasks. The non-performance of these tasks deprives the 
Medicare patient of the full benefit of the hose "rare 
program, and could result in a patient not realising 
full rehabilitation potential, o. in a patient's 
condition worsening to the point where re-hospital iza- 
tion is required. 

* Since che Medicare program is already paying for visits 
of suf ?ient length to accommodate sore specialized ser- 
vices aides, the Medicare proc in is paying for aide 
service, not rendered. 

* He found that poor supervision of aides is the sain 
reason for the failure to provide ordered care. 
Substantial weaknesses were noted in the orientation 
of aides to the needs of patients by supervisory 
nurses and in the supervision given to the aides in the 
patients' hoses. 

* The i«»i€w of patient records also i^veaied chat houe 
health aides always delivered prescribed personal care 
services, such as helping patients with baths, care of 
south, skin and hair, assisting then to the bathroom or 
in use of bed pans and preparing seals for them. 

* The aide is viewed as a personal care giver. This 
perception contributes to the failure of aides to pro- 
vide specialized services. 

* Serious problems were noted with agencies' use of hose 
health aides under contract. These include: Medicare 
patient vulnerability to substandard practices and 
services which are unnecessarily time consuming/ 
frequent and costly. 

II. STANDARDS KOT PROVIDED 

• The Medicare Condition of Participation for hose 
health aides lacks standards for recruitment, hiring 
and training. The standards for assignment of aides 
and supervision do not provide sufficiently objective 
criteria. As a result. State agencies responsible for 
surveying home health agencies for compliance with the 
Condition of Participation find the sjrvey process 
difficult to perform effectively. Many States provide 
standards with specific criteria for the training of 
home health aides, although these standards vary with 
regard to training c -nculura length and content. 

Improvements in Medicare standards arc needed to upgrade 
the quality o£ care provided by aides, and to assure thst 
the estimated S650 million Medicare will p«y for aides 
services in 1987 will not be washed. 

* Low priority is placed by States on hone health sur- 
veys. This Kelts the size of survey staffs as well 
as the number of surveys performed. 
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BjOBtaS KOT£P WI TH »C.E W CY PRACTTTPS T W .HPUmKS «OES , 
aides «e "jor problens tor M y a< , e „ C ies 

« Ployee, r»a 

experience a very hi 9 h turnover rate. 

1.; - p-*«—"- 

status. 

MAJOR RE COKMEWDATIOaS 

X. The Health Care Financing ^^J^.l^'p^iS. 
direct State.survey «9enci«. ^rough care 
and written instructions, ^diSal recor ds to assure 
and the corresponding patient sed a n7 d ocu~nted by 

^il^atdes Training and instruction of State 
SurVyor^is 'SSltiS'U assure that the Condition of 
Participation for aides is satisfied. 



/ide State survey agencies with ad»inistra- 

- *■ *■ the 




MI. HCFA should encourage: 

• stotM without specific State regulations cn the training 
of SUe Side, to develop a curriculum for training 
hLe Seal" "des. or adopt an existing 'urriculua. 
Cclpletion of an established training prograa should be a 
prerequisite of a hose health aide position. 

• oroanixations such as the National Ho^caring Council. 
Na cional Association ForHo^e Care and^the Joint ^ 

th^ir »ecbers to .oprove home health aide services 
through =»re effective training and supervision. 

tv hpp* should revise those sections m the Health insurance 
Manual h L health agencies and fiscal ^eroediaries 
which Seal with services provided by hone health 
th#. revisions shoild distinguish between personal 
care icrJices anu ?nose services representing extensions of 
SSllid ««? indicating that all tasks in the plans of 
care are exacted to be%er forced by aid « dUri ° 9 " Ch 
visit. 

i? Hfvx should revise the Home Health Agency Coverage 

Si ance'^iew instructions to "•■^"V".™'. 
tions should expand the points to be addressed 
during onsite reviews to include comparison of «de tasks 
specified ir, plans of care with aide tasks Pureed .to 
assure that plans of care tas*s for aides are fully i=ple- 
sen ted. 

HCFA should review hose health aide services provided 
under a contract to determine whether a J«^«ion on 
such services would be appropriate, m view of the findings 
that aides under contract: 

• did not perform the r^onty of extensions of skilled care 
tasks assigned to then: 

• subjected Medicare patients to substandard practices; and 

• made visits which -ere unnecessarily t:rre consuming, fre- 
quent and costly. 



VI. 
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INTRODUCTION 

by ho« „e.lS[ 'atSe" i„ c ?ud, LTSS,- 4 " rv,c " P"v :de d 
ordered by a Dhvsielin .XS « ' 5 Ir50n41 e«e. T.le/ - us . 

dependent upon a no^ebou^ L,.^'?"'* » e "'"'e is alao 

",1ne"s wSra'if'.M' 6 ' 000 2«",£i e a h OM health 
"bout 52 b.llioi. L lUV'li'Z " "J 5 ," "tinted to be 
be rece.vin, h0B , t l ' ,' s " L" 2 ' 2 ■=' ll! ?" P«,ents w.Jl 

~?2U'5. a £ ) S.!SrU , SJSS .^t the Kedt " rc » 

forth in <2 CPR 405ri201ff IZti P t 10 "' Th " e «*nda.-ds. set 
.<faioi.tr.tive accou tabuUj Sr.-? f" S " <»9«n».t.OO. 
recordkeeping the proiiiim^f i^?ei f>l-«"ln<J and b.dgot.n,, 
"Jurance procedure?, health services and quality 8 

Beet concerning ho=e health I i2 Care *S*ncies swst 

**ry fore below, ?hV"cUde the fn^"' 0ttti »^ " 
/ incite the following requirements: 

^f.on? 1 ^ : r r : L b t«%;°/r d ' wr , itc - ««r 

sick patients. "* tUre and "P ab3e er.ougn to deal Wlth 

Assiqr.s«;,. t of D"* i • • 

*> * registered r. Ur Je." a * ue * arC « sl <?ned specific duties 
Super v is - , 

« ESE'S ^^YaS*.*;; *~ hMU , aides 

SA-a-Si:^ a^ : 

9ro uP ed into three c a tegor le ^ Cr ::r^nc C ^^.h^ U ^o?«: be 

x ' ^i^^m^ paticnt — m 

m uamg bed p an . chlncmc ^ 5 Pf*«nt to bathroom" 
Assisting w» t K " 51 " 5 P at ienfs bed h n ,n, 

essential to heaU.^ £re*I^° n " d h °«chold service* 
healthful and ol^-n* ° CC to =^ntain a cl^an 

appropriate^ re?or5" enviro "~«- Cosplet ing *"* 

2 - Extension nf Skills Service 

oedication, U .al aie ordWiW lel^ ASS1StM « "ith 
exercises, specific tre**™* f. -Ministered , siaple 
-trition. KlorS^^. 0 ^ 1 ^^™*^?- 5i- 
supervising nurse. CoUt^iE^: to 

3 ' ^^"^^ Assistance with 

therapy service"" ReSorti^ "\ cxtensi °n of skilled 
dition to the sSperJ^ "SSrSj^J" thC • con- 

appropriate records. * ° r therapis- . Cosp.ctm, 

approved by the Secretary.- COfl,pletcd * training progran 
The certification of HHA's i« 

Pinancing Adair.i.trat ion ? HC ? A ? ° ^ by thc lic * l *» Care 

vey ;9 enci«. Ho3 e carC SSui^! 11 ^ of state sur- 

which require such licensure. licensed 11 states 
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PIKDIHGS 



MEDICARE PATIEKT5' NEEDS FOR SOME Kfc-Y 
HOME HEALTH AIDE SERVICTS ARE SOT BEING "mET 

1. Plans of Care wot Being Followed 

All 62 patient records reviewed contained plans of care 
which called for aides to perform tasks representing per- 
sonal care services; 85 percr^t of the plans also called 
for aides to perform tasks which represented an extension 
of nursing or rehabilitation services. Examples of the 
tasks found »„ ->lans of care itt support of nursing ser- 
vices included t. - following: assisting with dialysis; 
diabetic monitoring (urine testing); cat leter care; foot 
soaks; special skin care; observation and flotation of 
changes in respiratory condition- encour,gmg intake of 
fluids; recording intake and output of fluids; taking of 
temperature, pulse and respiration wit., readings noted. 
For rehabilitation, it was noted that aides were often 
asked to help with exercises, transfers to and from bed 
and ambulation training as taught by the physical thera- 
pist, and recording progress in activities of daily 
1 iving. 

A comparison of the €2 aide plans of care with 
corresponding aide activ, cy sheets revealed that 
prescribed personal care tasks were always documented as 
having been performed. However, in AB, or 91 percent, of 
the 53 cases where extensions of skilled services were 
prescribed, one or more tasks were not documented by -he 
aides as having been performed, m half of these cases, 
one or more of those tasks were never documented; m the 
other half, one or mor o those tasks were only occa- 
sionally documented, overall, nearly half of the 
prescribed extension tasks expected to have been per- 
formed during nore than 1,600 aide visits were not 
documented. 



Res -«*es from both patients and aides support the conclu- 
sion t all personal care tasks were actually performed. 
Responds also support the conclusion that a lack of 
documentation indicates that the extension tasks were not 
performed by the aides, 

Since the services provided by home heal*h aides as an 
extension of nursing or rehab. lition services are intended 
to be a continuum of skilled care, failure to provide the 
services deprives the patient of the full benefit of the 
heme care program. A patient who has a therapy treatmert 
8 week wlthout anv aide-assisted -practice" between 
skilled visits say not achieve her/his full rehaoilitation 
potential as quickly, if at all. when key observations 
are not aade by an aide or are not noted for the nurse, 
the patient's condition may worsen, and skilled treat- 
ment essential fj the patient's recovery sight not be 
started. 



Special treati^pts assigned to aides, such as foot soaks 
or special skin care, if not performed, could lead to 
serious skin deterioration, m cases of this kind 
patients =ay require re-hospitalitation. 

To gam an insight as to why so many aide tasks were r-ot 
documented and apparently not performed, the inspection 
»S!fnff? e l° n °"-"P contacts with s^srvismg nurses and 
administrative personnel of a -uzber of HHA's which had 
been previously visited. The consensus of thesr respon- 
dents was t^at the primary and continuing cause of the 
problem was the lack of orientation of aid.-s by supervis- 
ing nurses to patient cases an d task, as well as the lark 
Sne°r1s"M " »*« * Professionals^ 

The start-up visit is essential in every single 

• ?nT^L^ r °? UCe t f° 8ld *' * lvc th * case ^an 
find demonstration of tasks. The supervision 
every two weeks nust be onsite with the aide. 

Jot^erfo"^" 1 ' ndlCated that extension t.sks were 
v^h P "t!en1? ?Vf de ! btf " U8C thC * a " usuailv alone 
zozt of iJ?nJ Bd J 055 Conf , ldence ""bout ^e proper sup- 
port of skilled professionals. She said; P 
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5Su th & kjwe i;-' ? g^-s* 

or nurse ». -t i«e' with ?J2 ™ therapist 
and Show the- "a% Soul^e'doSe!" "* 

orient end su^ervlse^K £ e " nn0t 

«ont at P.ti1« eonferenlMh rttlleS n*2 " -M pre " 
b.t that practice was dis C C0nt i „!;ed 5i: at 1 her P a r g 0 ency: 0naIS - 

?n t \" d rtr^n^r^^ec r !:??c d r„" t t s hr cli,ded . de£ -- n "« 

task, performed! ui nm.i ►J ? ° f **<»»ntlng 

language ski-Is to arttculate tasks ~r£ ~3 y " ld " lS * 

g grity Of Sadocugented Tasks geg u,,.,^ To vendor 

h:a^h a ^\ d Tse^ces V whethe r e o/„ 1 ot "h anda '' dS *» h °~ 
pr^video directly or S£ ? " 0t the serv *ces are 

that vendors t$ contract SSh'ISi HHA ' S aUSt assure 
standards for -ide S emc« * eeC thC Kedi «re 

*** of the 16 HHA'sT and three vere und" J 0 "'"^ 1 " 9 Wlth 
to a seventh »HA. iver one-hllf of " ? lreCt co "t«ct 
enployees of 12 HHA* s f th*-f • i the aldes W€ « 

services and "l^nto'^r/ri™?"^:':!! *" ^ " d ' 
oartres the documentation of 1 e chart beiow 

groups of aices £r 'tne Vpatien ts'visi ^u? 

Aides patient s Visi-s i!!i!" Cj t'ndocursented 
~ lasjcs Ta«ks 



ie 



Contract " 939 2 ' 022 

(tasks per 
patient x 
visits; 

Staff 30 663 1*"0 



1 '" 2 3 ' 762 1^841 



3- Vendor Aule;,,, Trn^ . H g . equgnt And Costly 

a T ? d %r^ri^ h n ou t rs? f w h v iu t thr the d irsc *™* <* » 

spent an average "i e hour£ grOUp ° f 26 aid « 
m one Eastern'state wh^re co^ra^nc^- ^ HHVs 
is prevalent, allow v«ndo- aid*. . 9 alde se ™ices 

hours on each hone vis"it staf? SfdS"! a f ° UCh " fou 
spend u.,der two hours per v"it v^ndo '5 e ° ther HHA ' 
average core visits oer we*£ III Ven ?° r aldes aIso 
high turnover a^ong aTde st^ff C. aidCS ' B * caus * °* 
on cases for longer periods of ' rit. ^ V t0 plaCC ' ldes 
in addition, Uoor unfon agreed?! J3fSe?« 1,Ml t ' i " el - 
ardes oake tz costlier ner «Sr ?J ?f. Ctlng ffany vendor 
patient's how for ic« San ?L f ? thOSe aldes ln - 

4 ' ^^^^^^^^^^ 

patients. of those tlill llill"?, 1 ** ^ Kedle.re 
vendor aides the six hHA'^ ^7^ Percent were nade by 

«'ign to patient cases* These"^ J!"" 1 '' hll<; ' « 
oonpiied with standards *ttJ?JL^ 
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ways, in addition, it was found that vendors* deficiencies 
discovered by some riHA's were not reported to Medicare 
authorities and were not always corrected. One HHA con- 
ducted 1984 and 1985 annual audits of one of itc vendors. 
Out of 165 aide personnel files audited, 211 deficiencies 
were found. Areas of deficiency included physical exams, 
health test* and immunizations, references, and in- 
service training. 

Out of a spall sample of 15 Medicare patients and vendor 
aides visited by the inspection tear in three Eastern Sta- 
tes, there was one case where aide did not arrive at 
the patient's hone when expected, the patient was a 
wheelchair-bound amputee on dialysis who liveu alone. 
Another problem case involved a vendor aide who did not 
show up at the patient's home as, scheduled for four days. 
Neither the vendor nor the HHA was aware 0 f it, until the 
patient complained. Some State surveyors and supervisory 
nurses «*xd this occurs frequently. 

Supervision of H o a e Health Aides is round to be 
Inconsistent And Ineffective, Especially Wh en~Hult lale 
Aides Visit The Same Pa t ient 

The previously noted comments on poor supervision were 
supported by the inspection team's observations during the 
study. Weaknesses were noted in the areas of aide orien- 
tation and on-the-job training for individual patients by 
supervisory nurses. How supervision is to be carried out 
is not specified b/ Medicare regulations, although 
registered nurses ^ost make supervisory visits every two 
weeks, with or wit: *ut the aide's presence. Many super- 
vising nurse and agency respondents believe that aide 
orientation and or-the-job training for specific patients, 
when conducted by supervising nurses, iS the only effec- 
tive way to assure that all prescribed tasks are properly 
performed. r r 1 

There was evicence that aides were n an orientation by 

the supervise nurse on the first aide visit m only 22 
percent of cas.*s reviewed. This orientation introduces 
the aMc tc tht. patient and family, and allows for 
discussing tne home environment and reviewing the plan of 
care. Demonstrations of tasks are given by the nurse 
rol*owed by retirn demonstrations by the aide. 
Orientation is consid'.ed swre important when prescribed 
aide tasks include extensions of skilled services. 

When HHA' s and vendors substitute aides on patient cases, 
.he supervising nurs,- visits do not effectively serve the 
?^f r °f e ir, ^ en ?! d : Or ^ atlon to the patient and on-the- } ob 
.raining should be repeated for eacn aide, but often are not 
One .^urse supervising V e;.dor aides said: 

Ideally we will be t! ere at the aides' first 
visit to orient her tc the tasks. If not 
possible, I could make a telephone call I 
always make an effort ta be onsitc the first 
time to teach the aide, but the aide chances 
and I can't always go ir. every time. It is a 
f rustretion I 

-r 0 t2i?oo a ^ nC ^° f . flClal ° f onc of thc ""A'* Advised that 

rotation of aides" was based on assigning the more ex- 
per enced aides to new problem cases. However, a vendor 
Official with more direct involvement in assignment of 
aide staff to the HHA's patients advised that part-time 
vendor aides paid an hourly rat-.- arc usually taken of 
cases to give ,-ork to vendor fi 11-time aides who a. 
salaried. A cc -mon complaint from ex-patient- of this 
agency is -too many different aides.' 

Documentation in two-thirds of the patient cases indicates 
sL.ervising nurse visits terc not made when the aide wa s 
r-csent. Medicare regu) ions do not specify that the 
aide must be present. 0t._ nurse emphasized the irportance 
said°° r supervisory visits with aide, when she 

At loast once a month there should be onftite 
supervision while the aide is in the no-ne 
Personally, I wouldn't want to be responsible 
for ar aide i< I didn't see hor performance. 
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Although some nurses exprc^jed difficulty coordinating 
their visits with the aide in the horse, many felt it was 
essential to good care. 

Aides Are Perceived As Primarily Personal Care Workers 

Ke learned from our discussions with patients, aides and 
supervising nurses, that hose health aides are generally 
perceived as "caring cospanions" whose most important 
functions are to keep patients clean, iend emotional sup- 
port to patients and family and provide some housekeeping 
services. Expectations for aides seldom encompass duties 
to assist patients in achieving maximum self-reliance. 

Eighty percent of all patient, aide and nurse respondents 
identified personal care, especially bathing, as the most 
important service aides provide. Emotional support of 
patients and families ranked as the second most important 
service provided by aides. Where family sabers lived 

with patients, aide visits were seen as providing a needed 
respite from looking after the patient, while the third- 
ranking service according to patients and aides was house- 
keeping, the third-ranking service in the view of nurses 
was the extension of either nursing or rehabilitation ser- 



One agency utilized ai'des primarily for providing 
limited personal care services, regardless 0 f the need of 
its patients for other .services aides are normally 
expected to provide. All four patients from this agency 
had plans of care calling for "personal care and bath" 
only; two of the four patients had received physical 
therapy, but the aides* plans of care in those cases did 
not call for any tasks in support of the rehabilitition 
services. The R.P.T member of the inspection team felt 
that an extension of rehabilitation services by the aides 
in these cases was appropriate and would have been benefi- 
cial to the patients. Aides indicated that this agency 
also does not allow them to do housekeeping, meal prepara- 
tion or shopping. Such services may be covered by 
Medicare and appropriate for specific patients. 

Where aides did not carry out the tasks considered exten- 
sions of skill*,* services, the length of visits did not 
appear to be a major factor. In those cases, aide visits 
were as brief as 45 minutes and as long as four hours, 
averaging about two hours per visit, usually a -ufficient 
time to complete assigned tacks. Medicare fiscal inter- 
mediaries routinely reimburse agencies for aide visits 
assuming all tasks were performed as prescribed m plans 
of care. 



Medicare Regu lations Por Ho'*e Health Aides Ar L Not 
Adequate 

Surveyors m 11 of the 12 States contacted view Medicare 
regulations as barely adequate, or even inadequate, in 
helping them do their 30b. A typical complaint was that 
Medicare regulations "have too many gaps and are open to 
too much interpretation." others cited the lack of 
tiaimng standards as a major weakness. "The. -j's a real 
void m the Medicare regulations there!" said a surveyor 
in a Western State. Another deficiencv noted was the lacK 
of a standard for the selection of aides. 

A review of the Medicare Condition of Participation tor 
home health aides and its two npecific standards indicates 
very few criteria. There are no specific standards for the 
selection and training of home health aides. For example, 
the Condition 3tates that aides should be "carefully 
trained", but it does not specify curriculum content or 
length, or required classroom and cunical hours, or the need 
for continuing C.n-service) education or on-the-job training. 

In one of the two areas where the Condition does es^'b^sh 
a standard, which requires assignment of *ide3 to cases to 
be made only by a registered nurse, there are no criteria 
which provide a basis for the assignnent such as patient 
needs and the abilities of specific aides. The other 
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Medicare standard deals with aide supervision, while it 
requires that a registered nurse or other appropriate pro- 
fessional supervise the aide, it does not specify that the 
aide aust be present during supervision. 

2 ' Applicati on Of Medicare Fegulations Is Subjective; 
Guidelines offer Limited Help 

The decision by state surveyors as to whether agencies 
meet the overall Condition of Participation is largely 
left to the surveyor's subjective judgment. Consequently, 
while elements of the Condition (selection or training of ' 
aides) or standards (assignment of duties and supervision 
of aides) may be out of compliance, surveyors nay still 
determine that the Condition is met. The only enforcement 
power to assure correction of specific deficiencies by 
non-compliant agencies is en involved decertification 
prc;ess which is rareiy used. 

Several surveyors indicated that HCFA's interpretive 
guidelines for survey agencies offered them little help in 
applying Medicare regulations during the survey process. 
Some criteria are provided for the assignment of aides 
to patients and there is a reference to "continuing staff 
educatioT being provided to aides. But HCFA guidelines 
say nothing about how many failures to comply with ele- 
ments or standards jre permitted before the Condition of 
Participation is judged "Not met." One surveyor indicated 
that failure to meet either or both stanaards would always 
be cited as deficiencies but would rarely be enough to 
f\nd the Condition not met. 

3 * Host states Contact ed Have Their Own Regula tions? They 
Contain More specific Cri t eria For Training hiAok Th„n 
Medicare Regulations ~~ 

Of the 16 States queried, 11 said they had th*ir own regu- 
lations. Most said that their regulations give surveyors 
some specific and objective criteria, primarily m the 
area of training, to determine an agency's compliance with 
Medicare regulations. (See Appendix II for listing). 
The following elements are significant: 

Course Curricula 

Training course length is specified m nearly all the 
States which have tneir own regulations, with the lenqth 
ranging from 42 to 2 30 total hours. Five of the states 
with regulations require supervised clinical training of 
from 15 to 3D hours as a prerequisite to stjccessf U comple- 
tion, prior approval of home health aide training curri- 
cula is required by seven States. One state requires 
training thrcjgh a uniform curriculum offered statewide bv 
vocational-technical schools and regional community 
colleges. Aether State requires training programs to be 
equivalent in content and -Jepth to the National Homecaring 
Council's "Model Curriculum." 

C ontinuing Education 

Of the 11 states with their own regulations, the genera} 
need for continuing education 1S cited tn five States 
while three other states specify that aides receive at 
least 12 hours o£ ir.-cervice training a year. 

Certi fication Of Successful Completion 

fr^?n^ 1Cate atte " in< ? to successful completion of aide 
training is required in six of the 11 states with regula- 
tions, with three States' certificates reflecting state 
sea s and approval of the training. In one State, cer 
ti.ica.es are issued by the licensing agency directly to 
rSl.JJ Wl 2 3 certlflcat * ™*ber *^pt on permanent 
tilt ^hl* application for the certificate must come 

?? tra * nor an <* "test to the aide's successful 
completion of a course approved by the State. 

Supervision 

ES h th?IlL t ;/22 rtfl,1 ? B * m ° St ° f th ° S " tc «9"l«i°ns 
a roalttt?** Medicare's. Or ly one state requires that 
?hi ! \*t " UrSC P rovlde direct supervision, i.e.. while 
patrcnt s home ^t least every two weeks. 
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Since Federal regulations offer few specific criteria, 
surveyors in the five States which do not have any State 
regulations experience difficulty when agencies contest 
findings of non-compliance. These States have developed 
internal procedures to compensate, e.g., recommending a 
particular training curriculum as one which meets the 
Medicare regulations. However, such recommendations do 
not carry the force of regulations and agencies arc not 
compelled to comply with them. These surveyors indicated 
they bus* also spend more time and resources to assure 
compliance withct the benefit of objective criteria. It 
is much harder to assure that an aide is "carefully 
trained" where States have no specific criteria mandating 
a curriculum, or where State regulations do not require 
prior approval of curricula. One surveyor in the East 
stated "It would make our job easier if we could simply 
verify that an agency uses aides that have been 
certified as passing a training program that is 
approved. " 

4. Respondents Want >iore Specific Medicare Standards 

Virtually all tic respondents queried, including all sur- 
veyors, agreed that having a nationally mandated training 
standard for home health aides would be useful. Several 
recommended wider use of the National Homecaring Council's 
"Model Curriculum" developed in 1978 and used extensively 
around the country as the basis for many home health aide 
training programs. One survey nursing consultant said "It 
would make my'oob easier. It would impro e the quality 
of work produced, and assure more uniform practices frc:.i 
state to state. " 

The Chief of another State's Home Health Survey Section 
recoiwrerded "Revisions to include specific criteria for 
training, i.e., number of hours, curriculum content,, com- 
position of faculty and credential requirements." 

She also Suggested modifying the current Medicare stan- 
dards for assignment and supervision of aides by the: 

... addition of the requirement for or lentation 
of all Home Health Aides to the patient, family 
and the written instructions of duties. Verifi- 
cation of Home Health Aides' competency to carry 
out instructions should be clearly documented in 
the patient's clinical record ... 

This individual further recommended that "... orientation 
be added to the responsibilities of the registered nurse 
(RN) in the Conditions of Participation." 

A State surveyor from a State without regulations indi- 
cated that former Medicare regulations are still used in 
that State as a guideline for compliance. These former 
regulations established four Conditions of Participation, 
including one each for home health aide services, selec- 
tion of home health aides, assignment of duties and super- 
vision. All the Conditions contained some specific 
criteria to be met for compliance. 

5. Effective Application of Medicare And State Regulations Arc 
Limited By Other Problems t 

A. Low priority for t »onu health surveys limits survey staff 
and number of surveys performed . 

We found that certified home health agencies are not usually 
resurveyed annually. *-"ong the 16 hone health agencies 
visited by the inspection team in 1986, one ivas last rcsjr- 
veyed in early 1986, five in 198S, seven in 1984, one in 
1983 and two in 1981. In fact, in most sampls States, 
rcsurveys ire backloggcd one to four years. The reasons for 
the lack of resurvcys arc: 

* Federal/State budget restrictions limit survey resources 
allocated for home health agencies. Most agencies arc 
surveyed by one or two registered nurses, without other 
disciplines represented. One State survey agency had 
only three nurses available in 1985 to cover a growing 
number of certified agencies, now nearly 300. One State 
agency official indicated: 
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The principal problem is adaptation of the 
Federal budgetary process to State Agency 
practices. In recent years, budget cuts 
and time lag in approval of Federal funding 
tor the program has all but eliminated any 
national planning for maintaining necessary 
staff and resources to carry out certification 
activities. 

Home health agency recertif ications are given the lowest 
survey priority by State agencies. The survey staff 
does give priority to agencies seeking Medicare cer- 
tification since they get no Medicare reimbursement 
prior to certification. The dramatic increase in agen- 
cies seeking certification over the last five years^has 
heavily taxed State survey resources. 

B ' Surveys performed are l imited by logistical factors . 

Certified agencies' branch offices are not usually visited 
on resurveys, although a sample of some branch office 
patients may be reviewed as p~t of a survey. This 
circumstance is due primarily to two factors: 

IS^ 1 " 9 !! ° f ,ooe a 9encies. some have as many as 

<*$<Z ?i offices. These branch offices sometimes fall 
within the survey jurisdiction of more than one of the 
State s regional survey offices. 

Branch offices are sometimes located hundreds of miles 
from the parent office, making it impractical and 
costly for a surveyor to visit them. These branch 
offices might be sub-units and, as such, subject to 
independent certification, if criteria for designating 
an office as a sub-unit were stringently applied. 

C> Training for state surveyors has n ot emphasized hnm* 
health care . 

??fi<5f ain T? 9 l° r new and ex P eri enced State surveyors has 
traditionally been built around institutional activity, ie. 
JSSI irlk J" 11 ?* n Z r * ln J f -cilitiet. Since the till r * ' 
training has been geared more soecifically to nome 
?r!fn?nS arC ; ^"1 survey agencies complained about 

S^tS^KSr* renedltl actlon ' 0nc survcy ™ 

Basic Training sessions for surveyors do not 
address the Homi Health agency survey process. 
Trainirj sessions for newly hired surveyors 
to accommodate changes in state Agency person- 
nel, are not readily available. Advanced 
training for Home Health agency surveyors is 
limited or non-existent. 

Another surveyor said: 

2 recommend specific training m home health by 
? centrally and through regional offices. 
There has not been enough emphasis on home care 
in past training. There are currently 200 
certif;ed home health agencies in this state and 
tMiSiS?' 9rOWln9 ' We need staff and 

D « Mandated home visits during surveys are not being made . 

Home visits during State surveys, required by a recent 
HCFA directive (November 1985), are not routinely made to 
Medicare patients in 11 of the 12 States contacted. Some 
limited experimentation has been tried in several States, 
but generally implementation is lagging because; 

HCPA has not provided any additional funding for this 
activity. 

HC' "riteria for implementation are extensive and 
st ling visits could add more than a day to the sur- 
ve process. For example, patient consent for the 
visit is required, and surveyor sample patients served 
by branch offices may be located f ar from the parent 
office of the agenc". 

* Mar/ States are skeptical about the efficacy of home 
".sits. 
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PROBLEMS AND BEST PRACT TCFS IN PROVIDING 
HOME HEALTH AIDE SERVICES 

Recruitment of Aides Is Costly To Ma ny Agencies; 
Competition for Oesirable Workers Is Keen And Employee 
Turnover Is High 

Forty percent of the home health agencies and aide vendor 
agencies contacted during the inspection have had wjot 
problems recruiting, hiring and retaining aides. The 10 
agencies serve primarily urban and suburban areas in three 
Eastern States and one Southern State. Six of the 10 
agencies train the aides they recruit and hire, while four 
agencies recruit aides already trained or utilize aides 
provided by vendors under contract. 

All 10 agencies recruit aides through the use of daily 
and/or weekly newspaper advertising, flyers distributed in 
local communities, church and merchant bulletin boards and 
word-of-mouth. Several agencies offer cash bonuses to 
aide staff for referring candidates. The cost of adver- 
tising is high and the number of respondents screened is 
much higher than those actually interviewed, trained or 
hired. One agency administrator's statement is typical: 
"He have suspended recruiting because it was too expen- 
sive. Too many people didn't show up for employment 
interviews. One in twenty came. It was too costly to do 
screening." Nonetheless, this agency has since returned to 
recruiting aides for its staff because of great dissatis- 
faction with the performance of the aides provided by ven- 
dors . 

One vendor, which recruits and trains aides in a suburban 
area, screened nearly 1,000 applicants over the last three 
years. After an extensive and costly interviewing pro- 
cess, only 411 people were selected for training; of that 
number, D2* aides were graduated and hired. The major 
concern expressed by respondents about <ndes trained under 
these circumstances was the pressure agencies are often 
under to assign aides to patients when the aide's ability 
and reliability are questionable. 

An agency administrator summarized the predominant view of 
respondents about the hiring and training of aides: "If 
the future will continue to see paraprof essionals doing 
more and more for patients,, there must be higher standards 
for training and pay." 

One phenomenon affecting many of the agencies is the move- 
ment of a segment of the workf .ce, made up of mature 
women, to local employers such as fast food chains. Many 
of these women are filling jobs previously held by teen- 
agers, lany of the people responding to agency recruitment 
efforts tend to be looking for transient employment. One 
vendor indicated that half the aides they tram and hire 
are single parents, scne on public assistance, whose 
reliability is affected by day care and school schedules. 
Aide turnover rates of from 20 percent to SO percent 
annually have perpetuated the recruitment problems of the 
10 agencies, making recruitment a constant and costly pro- 
cess. 

2. Agencies With Staffing Problems Offer Few Incentives to 
Assure Effective Selection And Retention Of Aides 

Eleven agencies reported problems retaining aides, 
including the 10 agencies with recruiting problems. One 
major characteristic of these agencies is that they offer 
prospective aides the lowest wages and benefits among all 
the 25 agencies contacted. Agency administrators agreed 
this .'a3 che major reason for hiring and turnover 
problem. A typical response was "Its hard to keep good 
aides because of poor pay and lack of benefits." in 
suburban and rural areas, the aides must provide their own 
transportation, usually a car, because public transpor- 
tation is poor or nonexistent. In these cases, a valid 
license and fully-insured car is also required. One 
vendor does not reimburse its aides for transportation 
costs, while others provide reimbursement for mileage 
between patients' homes only. 

Other disincentives, include 
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generally no pay during classroom training which way 
last up to four weeks. 

* up to six months work for the agency or vendor before a 
certificate attesting to the aide's successful comple- 
tion of the requ'red training is awarded. 

* no upward mobility opportunities and extremely limited 
hourly wage increases. 

* work assignments in some urban areas which a:e con- 
sidered dangerous with no additional compensation made 
for t tese assignments. 

* llf-le or no allowance for uniforms. 

* agency treatment of aides as ^second-class* employees 
rather than paraprof essional members of a home care 
team. 

3. Other Agencies Assure Effective Selection And Retention Or 
Aides Through Best Practices ' 

The practices of most of the remaining 14 agencies in the 
sample group hsve resulted in effective hiring and reten- 
tion of aides. Incentives offered to prospective 
employees have assured stable individuals and low or no 
turnover. Consequently, recruitment has rarely been a 
problem. Several agencies have waiting lists of prospec- 
tive employees. Most of the agencies can afford to be 
selective in filling occasional vacancies. 

The practices of these agencies include: 

* hiring sides, already trained, who have up to two years 
of patient care experience. 

* offering wages or salaries which provide annual earn- 
ings of from $12,000 to $18,000. 

providing extensive health insurance and sick and vaca- 
tion leave benefits. 

* reimbursing travel expenses at rates of $0.18 to $0.28 
per mile, or the full cost of public transportation 
used. 

* providing advancement opportunity through significant 
incremental wage increases for both length of service 
and effective performance. 

providing opportunities for positions of greater 
responsibility within the agency, and offering other 
incentives, such as tuition assistance programs to 
encourage continuing education in related health 
careers . 

* acknowledging aides as important members of the inter- 
disciplinary home health care team. 

<• Agency Practices Limit Efficient Use Of Aide Staff 

Agency and vendor administrators agreed that many factors 
influence the assignment of aides to patients, although 
a patient's condition was frequently cited as a mam con- 
sideration, in practice most assignments appear to have 
been made based on the availability of the aide, the 
patient's location and the aide's access to transpor- 
tation. This was particularly true where vendors pro- 
vided aides under contract. 

Host of the 25 encies and vendors indicate they try to 
assign the same ie to a patient for the duration of the 
plan of care. However, a review of medical records showed 
42 percent of the patients had three or more aides assigned 
to them over a period from one to six months, vendors 
frequently substitute aides on cases because of turnover and 
unreliability of their aide staff. 

5. Agency Policies *nd Practices Influence Length of Ai de 
Visits 
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Aides in six agencies indicated that the amount of tit&e 
spent with each patient was influenced by the agencies' 
policies. A proprietary agency in one Western State 
requires all home health aide visits to Medicare patients 
to be two hours, regardless of whether the needs of indi- 
vidual patients require more or less time. One aide froa 
this agency said •Two hours is not enough for certain 
patients " 

A proprietary agency in another Western State contracts 
directly with individual aides and pays then on a per- 
visit basis. The aides stated that they spend about 30 to 
45 ainutes with each patient and see six to eight patients 
per day. Although they provided personal oare services to 
their pafients, including bathing, the taking of tea- 
peratur., pulse and respiration readings and transferring 
the patient froa bed, one aide said that an hour was 
needed just to properly bathe patients. 

6> Medicare Pi?"i intermediary Po»ic i*s Affect Agency. 
practices . 

Although HCPA policy directives are used by all f ""J 

intermediaries (PI), respondents m seven States 

that PI application of policies varied both within States 

and froa State to State. These policies. which n ha ^ n . 

become more restrictive in recent years. hav « l "" uc "^ 

the length and frequency of aide vis ts Provide * by«ost 

of the 16 agencies. Respondents indicated that services which 

wiUbe reimbursed will always be provided. Aide services 

that are frequently denied, based on experience with Fl 

decisions, will be limited or not provided at all. 

BECOHHENPATIONS 

I The Health Care Pinancing Administration ( HCFA) should 
' direct Statt survey agencies, through training programs 
anS written instructions, to review elected P^ns of care 
and correspond.ng patient medical records to assure that 
lit p%scri£ed tasks are performed and *>™~ n ted by home 
health aides. Training a nd instruction of "'teSurveyors 
is essential to assure that the Condition of Participation 
for aides is satisfied. 
II HCFA should provide State s-rvey agencies with administra- 
tive g.idel-nes for assisting home health agencies in the 
selection, training, assignment and supervision of aides. 
This will prepare surveyors to help hoae health agencies 
correct deficiencies found during the survey process. 

III. HCPA should assure that required home visits are made by 
State surveyors. The criteria for conducting the heme 
visit program should be reevaluated to assure that the 
program can be effectively carried out within existing 
budget limitations. 

IV. HCFA should encourage: 



• States without specific State regulations on the train ng 
of home health aides to develop a curnculua for training 
home health aides, or adopt an existing e"""™"' . _ 
Completion of an established training program should be a 
prerequifite for a home health aide position. 

• organizations such as the National Homecaring Council, 
National Association Por Home Care and the Joint 
Commission on the Accreditation of Hospitals to work with 
their members to improve home health aide services 
through more effective training and supervision. 

V. HCPA should revise those sections in the Health Insurance 
Manual for home health agencies and fiscal intermediaries 
(M'a) which deal with services provided by home health 
aides. The revisions should distinguish between personal 
care services and those services representing extensions of 
skilled care, indicating that all tasks in the plans of 
care are expected to be performed by aides during each 
visit. 

VI. HCPA should revise the Home jalth Agency Coverage 

Compliance Review instructions to Pi's. Revised instruc- 
tions should expand the points to be addressed by 
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during onsite reviews to include companion of aide tasks 
specified in plans of care with aide tasks performed, to 
assure that plans of care tasks for tides are fully imple- 
mented. 

VII. HCPA should review home health aide services provided 
under a contract to determine whether a limitation on 
such services wouJd be appropriate, in vitw of the findings 
that aides under contract: 

did not perform the majority of extensions of skilled cart 
tasks assigned to them; 

subjected htJicare patients to substandard practices; 

made visits which were unnecessarily time consuming fre- 
quent and costly. 



ApFENblX I 

HICjL TGHTED HISTORY 0? EARLIER INTEREST IN KCKE HEALTH IS SUE. 



In 1981, studies of home health services under Medicare by GAO 
and HCPA included findings and recommendations related *o home 
health aide cervices. GAO found that the use of aide services 
to assist beneficiaries with personal care could be reduced 
because either the beneficiary or family and friends often 
could and would have provided the care required. HCPA iden- 
tified overutilitation of home health aide services resulting 
from Medicare fiscal intermediary misinterpretation of utili- 
zation policy. 

Legislative changes in Section 1661(n>)(4) of the Social 
Security Act in 1981 required home hialth aides to have 
"successful!./ completed a training program approved by the 
Secretary.* HCPA drafted a regulation which established a 
training curriculum to meet the intent of law. That regula- 
tion was never finalized and no training standard was 
established. 

On October 19, 1981, th^ Senate permanent Subcommittee of 
investigations, chaired by Senator William Roth, followed an 
investigation into home hea'th services with a report. 
Responding to concerns about home health agencies* practices 
in providing many services under contractual arrangements the 
Subcommittee recommended that nursing services and one ether 
service be provided only by employees of the agcicies. This 
le^ommendation was made to alleviate questionable circumstan- 
ces under which many agencies, characterized is "brokerage 
houses" by the Subcop littee, had been providing services. 

in 1982, HCPA advised the Subcommittee thai its recommendation 
would be reviewed. At the request of then HCPA Administrator 
Davis, regulations were drafted addressing the Subcommittee's 
concerns as well as others HCPA had abou* tr.e Conditions of 
Participation for home health agencies. Those regulations 
were never finalized, and home health agencies are still per- 
mitted to provide many skilled and home health aide services 
under contract. 

At recent hearings on "Home Care Quality" held by the House 
Select committee on Aging, testimony was presented wr.ich high- 
lighted a number of issues addressed in this repor*. The 
Committee also released a report prepared by the American Bar 
Association, entitled "The Black Box of Home Care Quality" 
which addresses quality standards and systems for monitoring 
the quality of care provided under Federal and State Programs. 
The Chairman of the House Select Committee on Aging, 

l%i e l^H Ve E 2r ard R ' Ro * ba1 ' -Pontored a bill to address home 
caro quality problems the Committee has identified. Among the 
reforms in the bill are "adminiewrative and judicial sanction!" 
-?ra?n?i ity a " urantc Eolations, the establishment b"SnHS 25 

training requirements for all individuals delivering home care 
aervices": and the development of "certification"equi?eSent!"or 
homemakers, home health aides and personal care attendants." 
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APPENDIX II 
PROFILE OF REVIEW AND METHODOLOGY 



The inspection included onsite visits in seven 3tates 
(California, Connecticut, Illinois, New York, Pennsylvania, 
Tennessee and Texas) to 16 selected Medicare certified home 
healtn agencies (HHA's). Visits were also made in three of 
those States to nine aide vendor agencies with whom six of the 
16 HHA's contract for aide services. Discussions were held 
with 194 respondents in these States and in five other States 
(Colorado, Iowa, Michigan, Minnesota and Ohio). Information 
on State standards was also provided by Florida, Iowa, 
Louisiana, Oregon and Virg aia. 

The 16 HHA's consisted of 12 voluntary agencies , including 
three hospital-based, and four proprietary organizations. 
Three agencies primarily serve urban areas, while two serve 
suburban areas; seven serve urban/suburban areas; three serve 
urban/suburban/rural areas; and one a rural area. The nine 
ve-dors are primarily located in urban/suburban areas or 
three Eastern States and one Southern State. 

Re«ooncents included HHA and vendor administrative personnel, 
State surveyors and licensure personnel, supervisory visiting 
nurses, home health aides, Medicare patients, physicians, and 




Medical records from each HliA were obtained and reviewed by 
skilled medical professionals on the inspection team. The 
records corresponded to active and discharged Medicare cases 
selected onsite. Three active patients per agency were 
selected for a home visit at a time when their home health 
aide was present. A discharged patient from each agency was 
also visited at home, where possible. 

The remaining data included agency policies and procedures 
concerning home health aides; personnel records of aides 
interviewed; contracts with vendors providing aide services; 
labor uniun agreements; State laws and regulations and other 
standards concernir.g aides; and training curricula from State 
agencies and public and private educational institutions. 
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APPENDIX III 



EFFECTIVE STATE STANDARDS 



The following State standards are drawn from the 11 States in 
the inspection sample which have regulations for home health 
aide services. These standards are recognized by the inspec- 
tion team as being effective in helping to assure that home 
health aides are capable of providing the highest quality ser- 
vices to Medicare patients. 



Trainees receive pay 

The State of Connecticut requires agencies to hire prospective 
heme health aides before classroom training begins. The agen- 
cies must provide aides with 10 hours of orientation to the 
agency. During the orientation and 60 hours or classroom 
training, agencies must pay the prospective aides minimum 
wage. 



Prior approval of training programs 

Seven States require prior approval of training prograirs for 
home health aides: California, Connecticut, Illinois, Iowa, 
New York, Oregon and Texas. 

Clinical experience required in training programs 

Five States' training standards require a minimum of from 15 
to 30 hours clinical experience before training is considered 
complete: California, Iowa, New York, Texas and Virginia. In 
New York, a graduate of classroom training is not deemed 
qualified to practice as a home health aide until clinical 
experience is completed. In California, home health aides do 
nut qualify for State certification (attesting to successful 
completion of training) until all training requirements, 
including clinical experience, have been met. 

Uniform statewide system for training 

The State of Connecticut requires that all approved training 
programs for home health aides are conducted by the State 
Department of Education, Bureau of Vocational Technical 
Schools or the Regional Community College program coordinated 
by the Matatuck Community College. 



Recruitment and Hiring 



Training 
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The Chairman. Well, Mr. Nicholson, I think your draft report is 
a rather startling report, and one that perhaps does l great public 
service in showing to the committee, the Congress, the public, and 
indeed HCFA itself, what is necessary to correct the circumstances 
where abuses at home where lack of care endanger patients lives 
and overall where the situation is intolerable. 

Now, as I understand your draft report, you make no bones 
about it that HCFA should have drafted some regulations and had 
them in effect since about 1980 or 1981 on training, requirements, 
and standards for home health care aides. 

Mr. Nichoison. Yes, 3ir. 

The Chairman. Did you find out who deliberately or und~r what 
circumstances they neglected to do this? 

Mr. Nicholson. Quite honestly, Senator Melcher, I am not clear 
on that. I understand though, on the ^asis of information obtained 
by my staff in the course of doing the study, that these regulations 
were in draft form as early as 1982-83. 

The Chairman. And somehow were withdrawn? 

Mr. Nicholson. Somehow never mrde it through the process to 
be published in the Federal Register, yes, sir. 

The Chairman. They just disap: ?ared, as if they had been shred- 
ded? [Laughter.] 

Mr. Nicholson. I guess, yes, sir. 

The Chairman. You know, it seems most peculiar that we can't 
get an answer on that, and I think we are going to pursue it a little 
bit further to find out exactly why they started to follow the law 
and draft the regulations and then just dropped them as if they 
had evaporated. 

Did you hear Mr. Hays say this morning that the regulations 
were in place in regard to nurses, registered nurses? 
Mr. Nicholson. Yes, sir, I did. 

The Chairman. Did anything in your investigation explain why 
the regulations, if they are in place, are of such nature that a 
nurse can be told to meet an ambulance but not told what equip- 
ment would be necessary, what the procedures would be? Are the 
regulations that bad? 

Mr. Nicholson. I think the regulations are probably fairly gener- 
al, even with regard to the kinds of requirements set out for regis- 
tered nurses or physical therapists or occupational therapists or 
other kinds of skills that are rendered in services through home 
health agencies. 

It seemed to me that what happened in that particular instance 
with regard to that story as it was being told was obviously totally 
inappropriate, but I'll bet you that the regulations as they are laid 
out probably wouldn't cover anything as detailed as that. I mean, I 
imagine that the regulations underlying the law kind of contem- 
plate that if the home health agency is being competently adminis- 
tered, that those kinds of situations could not or should not occur. 

The Chairman. Well, I get the impression from all of our wit- 
nesses this morning that you find out it's ail wrong, it's all hay- 
wire, nothing is set up, nothing would work unless you improvised, 
or reformed the system. 

But in all this testimony, the point that is so discouraging is that 
nobody is in charge. There is nobody actually responsible to set reg- 
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ulations, that would force aides and nurses to know how tc operate 
the equipment they might have to operate, and to use even what- 
ever it is, whether it's a thermometer or a catheter or a pulmonary 
machine or a resuscitation machine, whatever. 

In this morning's testimony, there wasn't anybody that shed a 
light on who would be in charge. And indeed the only conclusion 
we could reach was that nobod> was in charge. Now, isn't that the 
most important thing that the regulations most set? How do you 
have regulations unless you have somebody cn top that says, 
Here s who is in charge. They are responsible. This outfit is re- 
sponsible, this person, or whatever," and then go down below that? 
Shouidn t the regulations start that way? 

Mr. Nicholson. It seems to me they probably should. I wouldn't 
claim to have the same level of expertise as the people that work 
in the Health Care Financing Administration probably do with 
regard to that issue. But as I understand it, yes, the regulations- 
which another name for those are "the conditions of participa- 
tion —represent the policies that need to be articulated by the 
Health Care Financing Administration and then the State survey 
agencies under contract with the Health Care Financing Adminis- 
tration have the responsibility to ensure that these regulations are 
in force. 

I think perhaps a product of some of the problems might be 
money. I thought I heard Mr. Kays say that something like 50 per- 
cent more than had been provided previously would be added to 
the certification process. But in my judgment, at least, with regard 
to the Medicare home health agencies, that seems to be the key. 

We did find, for example, even though heme health agencies are 
supposed to be recertified once a year, that some had been back- 
logged for as long as 4 years, 3 years. It was not at all uncommon 
for the home health agencies to be surveyed only every other yea*- 
as opposed to once a year. 

T ^ le i^?i AIEMAN * Wel1 ' Congress wrote a law in 1980 and followed 
up in 1981, and I think the intent of the law was clear, and should 
have been carried out by having somebody in charge, some regula- 
tions in place to try to avoid all of the uncertainties, all the mis- 
management and all the abuse that the witnesses exemplified this 
morning. So maybe Congress did the right thing. 

Now, we also have a responsibility of oversight, and what we 
should have been doing since 1980 and 1981 is holding somebody 
accountable, because this testimony I judge was truthful— and 
fairly representative, too, by the way. I mean some of the patients 
were extreme cases, but I think the testimony was representative 
of what happens over and over and over with home health care. 
uAiJa i_ may JU8t telkin e about mid-level authorities here at 
HCf A, what we are sort of skirting around is: Who was responsible 
for writing that regulation? It's the Secretary. The Secretary i s re- 
sponsible. There has been dereliction of duty here, and it is some- 
thing the Secretary cannot duck. Now, whether he knows it or not 
is beside the question. Whether he has people under him that 
should have been telling him that he doesn't have a regulation, 
that is beside the question. He is responsible to carry out y as Con- 
gress directs, in writing the regulations. He failed. Dr. Bowen, I 
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know, wasn't the Secretary in 1980. I am not sure, when was Dr. 
Bowen appointed, in 1981? 

Mr. Nichols6n. About a year and a half ago. 

The Chairman. About in 1983. So it is not that he personally is 
responsible, except when he was sworn in. So somebody ahead of 
him didn't do the right thing at the right time, but he is still re- 
sponsible now. 

This dereliction of duty has to be ended. That is only part of the 
problem in getting the regulations drafted and in place. The real 
problem is going to be makmg them work. 

I think you have done a great job here in your investigation. I 
commend you for that. I think you have stirred up not just HCFA 
and maybe Secretary Bowen, but you also have stirred up this com- 
mittee and Congress to do something to assure the problem is 
solved. 

I recognize regulations are just paper, just words on paper. It is 
the will and the spirit that will make this work, and I think that 
it's part of our oversight responsibility on this committee to assure 
that the will and spirit is there. I think you have given us a guide- 
line on where to start and what to do, and I appreciate that very 
much. 

Mr. Nicholson. Thank you. 
Senator Burdick is here. 

Did you want to ask questions of this inspector general, Senator? 

STATEMENT OF SENATOR QUENTIN BURDICK 

Senator Bi'rdick. No questions, Mr. Chairman. But I will read 
your interrogations very carefully. 

The Chairman. H declines to ask you any questions now, Mr. 
Nicholson, but thank you very much. 

Mr. Nicholson. Thanfc you, sir. 

The Chairman. Now Senator Burdick is going to replace me for 
a while here while I catch up on some of my other duties, and the 
committee will now hear from Ms. Jane Anderson. Tane Anderson 
is from Montana. She is a second part of this team of witnesses, 
and you will find that Jane, who has worked over in western Mon- 
tana for a number of years, really knows her stuff. 

Senator Burdick. Is she close to the North Dakota border? 
[Laughter.] 

The Chairman. No. She is a long ways from the North Dakota 
border. But you are going to find that she really lays it out as it is, 
and she has done marvelous work for years in Anaconda and the 
aging district over in southwestern Montana. 

Senator Burdick [presiding]. Will Ann Mootz and Jane Anderson 
please approach the witness table? 

You may proceed in any manner you wish. 

STATEMENT OF ANN MOOTZ, FORMER DIRECTOR, HOME AIDE 
SERVICE AND UNITED HOME CARE, CINCINNATI, OH; TESTIFY- 
ING ON BEHALF OF NATIONAL ASSOCIATION OF HOME CARE 

Ms. Mootz. Senator Burdick, I guess if I had Senator Glenn here 
to stick up for our people in Ohio, that would be a help. I am sorry 
he can't be here. 
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At any rate, I am here today representing the National Associa- 
tion of Home Care, NAHC. I come from a background of 20 years 
of being the director of one of the good home care agencies in Cin- 
cinnati and also from a 15-year background working with stand- 
ards committees, accreditation committees, and quality assurance 
NAHC ^ in the National Home Carin S Council and at 

I must say that 15 years ago, when some of us were working 
hard to get people interested in standards and quality care, it was 
a very lonely business. So it is very comforting to be here today 
and see so much interest in the subject and to see real leaders in 
the senate committed to that purpose. 

NAHC, as you perhaps know, is the' largest profession A organiza- 
tion representing the interests of home health agencies, homemak- 
er-health aide organizations, and hospices. It has approximately 
5,Wu members. We in the home care field are very pleased to par- 
ticipate in this effort to focus on the issues of quality care 

Now, many of the concerns that we have have already been ex- 
pressed this morning, and you do have our detailed testimony. So I 
would, if it s all right with you, like to mention the concerns briefly 
and then concentrate perhaps on our recommendations for dealing 
with some of the problems. 15 
. There, of course, has been a growing demand for home care serv- 
icep. Some of that relates to the easing of Medicare eligibility re- 
quirements, to the impact of the hospital DRG's and to just the de- 
mographic factors. When we were preparing for this testimony, it's 
pretty common knowledge that we expect 20 percent of our popula- 
tion perhaps in the year 2030 to be 65 or older, but I was very sur- 
prised to see that in 1900 only 4 percent of our population was 65 
or older, bo it has just been a tremendous growth in older people, 
who usually require care. i*=vf«*, 

Unfortunately, we haven't used those very obvious demographic 
facts to prepare for the problems that we have and we are going to 
have in a much larger degree very, very soon. 

Some of our concerns, relate to the administrative reductions in 
Medicare benefits. The interpretation of intermittent care, the in- 
terpretation of homebound has been done in such a way by the in- 
termediaries and with the support of HCFA that many people who 
have previously been eligible are no longer eligible. 

One of the key concerns about the Medicare program that we 
wanted to talk about was the lack of requirements for training of 
home health aides m that program. Now, I don't know if Mr. Hays 
has soived that problem this morning or not, but it is the first time 
that I had ever heard that this might be required under the Medi- 
care Act. There are no requirements at the present time for train- 
ing ot the home health aides under either Medicare or Medicaid. 

1 his sort of diminishing of the benefits in Medicare has in- 

?T I ? aS r e ru th ^,? resS A Ures . on the social services block grants on Title 
111 of the Older Americans Act to pick up the needs of this older 
population and a lot of younger disabled people. These programs, 
unfortunately, are plagued with fragmentation of service eligibility, 
coverage reimbursement, and standards. 

I could just tell you that in our agency, United Home Care in 
Cincinnati, we had 30 different kinds of funding for home care 
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With that many people monitoring us each year, with about six dif- 
ferent financial auditors coming in each year, and still people fell 
through the cracks. We were taking care of 2,500 people a week, 
and yet there were always 300 or 400 hundred people on our wait- 
ing list for whom there were no funds available or who just simply 
didn't fit the eligibility requirements of all these programs. 

So reallv I don't think we can talk about a home health system. 
We don't >ave one in this country. What we have is a bunch of 
fragir*' ery, very different kinds of programs, and many, 
many vary needy people of all ages— infants, injured, para- 

plegic k ^ trying to go through college, young adults, and the older 
people— just simply fall through the cracks, for many reasons. 

What is thti current status then of our Federal program? I guess 
the most uniform quality control program we have at this point is 
Medicare. The standards under the Medicare conditions of partici- 
pation are the minimum, which Medicare certify that the home 
care agencies must meet. The Medicare standards are generally ap- 
propriate. I think they have held up well over the years. But they 
do not, as we have said before, specify specific training or supervi- 
sion of the health aides. 

The other federally funded programs— social service block grant 
and the Older Americans Act— have no standards written in at all 
and they do not have conditions of participation which contain uni- 
form standards. Instead, they just utilize many, many different 
State requirements and State levels of standards. And in fact, some 
States have almost none. 

Many States— perhaps I shouldn't say that, because I can t give 
you the exact number— but some States rely on low bidders to be 
awarded the contracts. And others have written standards but have 
inadequate staff to monitor them. About 4 years ago, for instance, 
in Ohio we had two nurses in the whole State of Ohio to monitor 
certified home heaith apencies. 

Particular problems I think that we have discussed many, many 
times today are with the use of paraprofessionals in all these pro- 
grams, in the Medicare or the Medicaid, the social service and the 
aging programs. The fundamental problem, of course, is the lack of 
consistent standards for these paraprofessionals in all of them, and 
the fact that there are no requirements for training and for super- 
vision. „ , . „ , 

Another problem is, of course, that we call these people all sorts 
of different things, so that it's very hard to write standards for 
them. We call them "home health aides" in the Medicare program. 
We call them "attendants" in the aging program often. Individual 
providers— Europe is pretcv smart, they just call them nome 
helps," and we know what they're talking about. But in our coun- 
try we have many n*mes, and it makf ' it really additionally diffi- 
cult to monitor them. 

We are particularly concerned, as we said, about the training 
and supervision of these paraprofessionals. To deal with that prob- 
lem, you may know that the National Home Caring Council has 
promulgated national standards for homemaker/home health aide 
services, and it has administered an accreditation program since 
1962. 
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a ,^ a J? >a i ^ eag H e , of Nursing and the Joint Commission of 
Accreditation of Hospitals also accredit home health care programs 
in some community agencies and hospitals. Such accreditation or 
approval is , entirety voluntary and affects only a minority of home 
care agencies. For instance, I think one of those national groups 
has 135 agencies accredited and the other one has about 110 So 
you can see, of whatever it is, 6,000, 7,000 home care agencies in 
this country, that is a very, very small group. However, the stand- 
ards that are written for those groups are very valuable, I think, as 
models for some possible Federal legislation. 

The National Homecaring Council also developed under contract 
with the U.S. Public Health Service in 1978 model curriculum and 
2des 8111(16 f ° r the instructions of homemaker/home health 

Thus there are already certain basic standards written and cur- 
ricula for training already established, and I think it might be in- 
teresting if Mr. Hays looked at some of that. 

In June 1985 the Rensselaer County, NY, long-term care coordi- 
nating committee issued a report which recommended increased 
use of home health aides and personal care aide services That 
report noted there are several reasons why personal care is* not a 
highly desirable career path: Wages are low, the work environment 
is variable and often undesirable; work hours are not generally 
guaranteed; transportation costs are generally not covered for the 
worker; and consumers are often unclear about the worker's role 
and what they can ask someone to do. 

Public recognition of the value of such a position is nonexistent, 
liomemaker and personal care service is a low-status, low-prestige 
low-ceiling occupation. Keeping this in mind then, why should 
anyone want to perform th03e services well? 

Clearly, much needs to be done to attract and retain parsprofes- 
sionais, but the quality of paraprofessionals could be enhanced by 
more adequate reimbursement for their services. 

We would propose some of these standards for paraprofessional 
people in the home health services. We would suggest that home 
care services offered in federally funded programs have uniform 
conditions of participation and that paraprofessional salaries and 
fringe benefits should be increased. The conditions of participation 
which we propose would apply to all the programs, including Medi 
care and Medicaid, social service block grants, and Older Amen 
cans Act and so on. 

Under such conditions, these Federal programs would be re- 
quired to have, first of all, a consistent job title for the paraprofes- 
sional; two, basic training requirements, and you could then upon 
the basis of the original training develop specialties, special train- 
ing m caring, for instance, for Alzheimer's patients, for caring for 
infants who need special care and using high-tech equipment; 
three, basic common supervision and monitoring requirements with 
the states required to fix the responsibility for this and to accept 
tha responsibility for it; and last, basic benefits, wage policies, and 
safeguards for the person who provides this vitally important serv- 
ice. 

Until there are federally mandated standards, State licensure 
programs are the only means for ensuring standards. Present State 
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licensure laws, however, present a crazy-quilt of who is regulated, 
who is protected, and from what I think currently there are about 
36 States that have a form of licensure law. Some are effective and 
some are not. Perhaps then the Federal Government might want to 
develop a model licensure law which could be used by the States to 
make their programs more effective. 

One of the big problems with the use of paraprofessionals, I 
think, while many of them were very obvious this morning in the 
testimony— Mrs. Tolbert, for instance, talked about her attend- 
ants—we call them sometimes "self-providers." Using individuals 
as providers who are not employed by agencies is a very, very seri- 
ous problem. 

Some States subcontract directly with individuals to provide 
nursing and homemaker/health aide services instead of obtaining 
these services through an agency. Some area agencies on aging or 
States through Medicaid or the social service block grants are cur- 
rently Wring case managers who, while they are not providing 
direct patient care, are brokering the provision of home care and 
supportive services. 

The problem is that some case managers are hiring or contract- 
ing with individuals directly to provide services instead of dealing 
through agencies, meeting recognized standards in the home care 
field. In some cases, the result has been a lack of training, poor, if 
any, supervision, and some examples of poor care and abuse, which 
we certainly did hear about this morning. 

A related problem is the method by which some area agencies on 
aging in the States contract out for home care services under the 
social service block grant or Title HI. Contracts are placed out for 
bid, and the lowest-cost provider is chosen. Accredited and certified 
agencies, which have the cost of training and supervision, simply 
cannot then compete with those who don't. The result is that un- 
derqualified and undersupervised individuals are being chosen to 
render care under these titles. We would hope that that could also 
be stopped by federally mandated standards. 

In conclusion, while we are very proud of most of the home care 
services that are being given, we certainly wish to suggest some 
ways in which the quality of care could be improved. We would 
then recommend that uniform conditions of participation, particu- 
larly training and supervision standards, be mandated for all Fed- 
erally funded programs utilizing paraprofessionals, or that training 
requirements based on the model curriculum should be included in 
the OAA and social service block grant legislation. 

We would recommend increased reimbursement for paraprofes- 
sional services, common definitions that would make the programs 
easier for the public to understand and for the Government to 
monitor; and development of a model licensure law that might help 
the States be more effective. 

Last, the prohibition of independent employment of paraprofes- 
sionals using Federal funds would greatly improve the quality of 
care that is being given now. 

We certainly support— would hope the Congress would enact 
really— S. 1076, the Medicare Home Health Care Services Improve- 
ment Act of 1987. This would greatly clarify the home health care 
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benefits so that beneficiaries would receive the service they need, 
and it would increese the general quality of care. 

I would be glad to try to respond to any of your questions. 

[The prepared statement of Ms. Mootz follows:] 
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Mr. Chairman and Committee Members. 

I am Ann Mootz. here representing the National Association for Home Care 
(NAHC). For the past 20-years, I was Director of Home Aide Service and United 
Home Care in Cincinnati until retinng this past January. I sat on the Board of 
Directors of the National Homecanng Council for 15 years and chaired their 
Accreditation Committee for 5 years I have served as a member of the NAHC 
Quality Assurance Committee and currently serve on the National Homecanng 
Council Advisory Board 

NAHC is the largest professional organization representing the interests of 
home health agencies, ho me maker -home health aide organizations and hospices 
with approximately 5.000 members NAHC is committed to assuring the availability 
of humane, cost-effective, high quality home ca. services to all who require thorn 

We in the home care field are pleased to participate in this effort to focus cn 
the issue of quality of services and problems with the delivery of home care The 
issue of quality is critical to what we do and what we are all about Home car* 
services are provided behind closed doors in pnvate homes, to millions of people 
who by definition are the vulnerable members of our society due to their inability to 
care for themselves The care is rendered in a setting which is not subject to public 
scrutiny. The very nature of the services places unique responsibilities on providers 
of care 
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OVERVIEW OF QUALITY ft p HOMP f^fi p 

m ih* ^!.nt~ Pr S? ° ( 3 ^ 0( °* standift 9 s «"vk» to the .«. elderly, and disabled 

Nurse SKS-toS? 03,6 !2 th6 U ? tf3CeS ,,S 0ft 9 ,ns *** t0 18 «. «*■ V-srfmg 
Nurse Associations across the country spnnging up to provide health care to an 

*°^E S Home heafth was -^1. ^ cS^M^ 
J ^ history, home care has enjoyed ever growing support and a laro<»iy 

^£^S^LSS^' aw l lh8 qua,rty of those se^*- In the entire histor? of 
Medicare and Medicaid since their enactment In 1965. there have been less then a 

L^^ a ^ mpar ^lL 0 the Rera,fy thousands other provided in vanous 
categories of health care who have been convicted. 

,c tuJ^Su^ b0an ^VL 01 S 03 ** P f0b,6ms tor many reasons, one of which 
«s that the Held was comparatively small. Now. however, there is a orowina 
appreciate and demand for home care. The rapid growth of ffi IndWSTS 
S !2? °L!!^ IK,y "W^men* «K the Medfcare EM 
impact of hosprtaJ prospective payment system as wen as to o^mographk: factors. 

ber*fit^^^ 81 a *» * the home health 

ADMm^TRATIVE REDUCTION IN thf MEP1CAHE home n F fttTH 

rat t« R f^ nt P ol,c ' es of the Health Care Financing Administration {HCFA) "to 
restrain beneficiary protections, combined with vague and confusing guide fines for 

P J^ rc \ resU ,\ ,n ISS** ***** t0 n0me health care for" Oder Amencans' 
according to a July. 1986. report by your own Committee. ' 

,n™ a HyV7 8p0rt noted that a!thou fl h hosP'tal discharges to home health have 
£ZZ^£j£F n l?^ ?m *^ ,0 -' was in^emed.the 

growth in home health services since then has stowed. A 1987 General Accounts 

£ ""J*" d,Scha/D ° plannefS reveated that 86^rcTnt^rted 
problems with home health care placements- for Medfcare beneficiaries. 52 percent 

2^ «£?£C to ,nose P ,acem °nts It is no coincidence that HCFA's own 
tt^S ™V h * tn 2 1*™***?* °' home health claims denied under the Medicare 
program rose from 1.2 percent in 1983 to over 6 0 percent in 1986. And this figure 
t J.1 ^ i . Ihe many patients who are effectively denied Medicare coverage 

£2? £^*5. eaS ^ 8nci08 ' ,nca P abte of assuming the costs of non-covered 
care, avoid Med-care claims submissions 

The present HCFA guidelines allow for dairy visits for a two to three week 

T k Is ,8V . el °* s*™** ,s oflen '"adequate to care for more acutely ,n 
patients who are being discharged from hospitals 

•rp mo ^«. a e? dlt !? n ' d ! ,ini,ions «' what constitutes "intermittent care' vary 
ITmS, 8 ^ ° n the fis S aI inIe ""«fiar/s {Frs) Interpretation As™ 
result. Medicare whtch is supposed to be a national program, is not enforced 
unjormly, and what is covered for one beneficiary in one state Is not covered in other 

A related practice, known as "selective billing.* has served to further restnct 
unZ M f 0 H^ erafle <0f Me<ficare b™**** W patients are racing coverage 
MpHkL^ or?™' !? many "f 98 th °y « nnrt '^eive additional coverage from 
SSSfriS 2\ 0, * e ' payme . nt !? ufce (pnvate [nstJranc «. self-pay. Social Services 
Block Grart. etc.). For example, if patent A is receiving 3 hours of nursing care and 2 

5??h2 hSSi?? tof 3 <? yS a . WOek pa * tof * h « or his family wants 

^ n ;2S22 .!. h T S i?L nurS,n ? ^ on the othef 2 ^ will be paid by 
STmSS^J^f 1 «tf * M^^Jntermediarfes will ceny the Medicare coverage 7 
claming that the patient is exceeding the -intermittent care' requirement. This etthe 
will result in no care. i,mrted care, or the forced Insttutionatoation of an indivVdua 
whose family cannot sustain him at home ,f Medicare refuses to^ Its far S 

^ J}!L , |J e 5 < ?I e homebound guideline allows the patient to be considered 
homebound f he has infreouent or short duration absenceVfrom the home pnmanly 
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The current definition In the guidelines « interpreted in an inconsistent and 
varvino manner by fiscal Intermediaries. This is especially so In cases where 

Saving their homes to go, out for oerfotfc adu« d* cm 
kidney dialysis, chemotherapy and other similar treatment Even though the current 
^rS^Wefid^to go out for medcal reasons, some Fls 
trequency and others do not honor the medcal reason excepoon at aiL In stations 
3re MrvWoals leave their homes for either medical or n™'™^**^™' 
individual Fls have their own interpretations as to what they consider frequent or 
!nM««M. or whether they consider the patient homebound if he or she leaves 
home with the aid of an arnbutance or other extraordinary assistance 

This ratcheting down of the Medfcare homo health benefit has i^easedthe 
demand for services under Social Services Block Grant and Title III (the Older 
Amencans Act). These programs are plagued w«h ^SS^SL!LVt^ 
eligibility, coverage, reimbursement, and standante. which, when ' »n*HMKMMtt itf» 
burgeohing c*mand. fosters the potential for decreased qualrty in home care 
services. 

The home care community has no more vita! interest at the present tme than 
to ensure the high quality of service. That Is why I am deliojned to be here iwrth > you 
today, to discuss *vfth you a few areas in which problems occur and wiH escalate 
also plan to make recommendations for Improvements in those areas 

HlRRFMT S TATIC QF FPDFRAl PROGRAMS 

The most Important uniform quality controls for home ^a^ ao^r^s a^the 
federal "Medicare ConditJons of Participation-. These standards. whK* apply to 
om 5,ow Sm# health agendas certified for participation in the Me^care 
program, set forth basic standards for organization, servicas. adm nistrahon 
professional personnel, acceptance of patients, plans o^atmen . medcal 
supervision, skilled nursing services, therapy services, medcal J^**£™*1 
homo health aide services, dnical recctds. and evaluation. These standards are the 
Sum wrth which Medfc*re<eitrfied home health agendesj must ' cogptoM 
states require higher standards in some areas. The Medicare star^ro^arQ 
generally ipprci)rSte and reasonable, but they do not specify a particular method for 
meetmg training and supervision requirements for home health a»des. 

The other federally financed programs (Medicaid. Se^s Btock 
Grants to states, and the Older Americans Act), do not ha^ ^tions of 
participation which contain uniform standards for home care «rvic«s^ Inste^the 
brwrams utilize standards devised by various state or ^vwemrnen^some of 
whteh are extremely minimal or abserrL Others have ™ ^ ™* ™ 

the lowest uratf^bic^DrjrovWethesoser^ Others have written standards, 
but have inadequate staff to monitor and enforce them. 

ppnctfia ARF*« m PA^ on^^SSiOHAL SERVICES 

As you can imagine, a funcfcnwnteJ problem in these federal P^ramsisa 
lack of consistent basic standards forparaprrtesslwufc. ^J^^^f^Z 

the MerJcsid woo ram, and the same tasks as the home aide in sorr« r^ramsror 
home health aides. 

KS^muMM or* a self-study and other written materials) startfaros 

w Sur^SU and rrcsprials. Such ^^^IX^ZlX 
voluntary, howeve/and only a mlnortty of home care agencies In the country are 
accredited or approved 

The National Homecaring Council also developed, urjeter wrtf^ to 
Pubhc Heahh^rvice. a model curriculum and teaching guide for the instrucbon of 
th£ h«« frn^^hor^ health aide In 1978. This curriculum has been updateo and is 
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Federal home health agency expansion and training grants administered by the 
PubBc Health Service. Thus, certain basic standards and curricula already exist, but 
are simply not used m many federal a-xl state programs 

It is ironic that standards and training curricula are established for indhnduals 
who are professionally trained and licensed, sudi as physicians and nurses, while 
there are no uniform standards for paraprofessionals. often have less formal 
education 

The individuals providing these paraprofessional services are. in large 
majority, sincere, dedicated and hardworking people who are underpaid in relation 
to the value of the work they do Few have p*id vacations or hoBdays. and even 
fewer have paid health insurance coverage. We have not gcven adequate attention 
or recognition to the persons who provide this vital service; in fact, in many respects 
we have exploited them. We have sown seeds for a potential scandal. We have 
ignored the escalating human needs of paraprofessionals while we have continued 
to delegate more care to them, and to place mom demands on them. 

In June. 1985. the Rensselaer County (New York) long-term care coordinatmq 

committee, a group composed of representatives of home care providers, hospitals 

nursing homes, health planners, and county government issued a report which 

recommended increased ^se of home health aides and personal care aides 

services, based on enhancement of the labor pool. The report noted that 

homemaker/persona! care has been a difficult service to staff and maintain with a 

stable personnel pool over time. Within the last five years, this labor pool appears to 

have diminished even more, in Ight of demographic trends which indicate a growing 

" e ** fo ' . s of servic *' «t te essential that the pool of workers be expanded and 
staDiiizeo. 

•Clearly, marketing is important in tackling this task. There are several 
reasons why personal care is not a highly desirable career path. Wages are tow the 
work environment variable, and often undesirable. Work hours are 'not 
generallyvjuaranteed. Transportation from case to case is generally the worker's 
responsibility. Consumers are often unclear about the worker's role and 
responslbtfties. Clients often demand .lapproprlaie care. The collegia! atmosphere 
m a contained work unit is absent, as caregrving is outsta' sned. resulting in lack of 
regular peer support. Public recognition of the value of such a position is non- 
existent. Homemaker/personal care service is a tow status, low prestige, tow ceiBno. 
occupation* ^ 

Keeping this in mind, why would anyone want to perform this function?" 
b nnanong rtkfe SfifVifift in the Home: RfnommendflUnng far An m report of the 
Long Term Care Coordinating Committee. Rensselaer County. New York, 1985) 

The report then went on to call for expansion of the personne* base by 
vigorous meeting and recn-rtment efforts, structured career paths, basic benefit 
packages m-service training, and other actions which not only would attract and 
retain workers but also give them a feeling of self worth and adequate pay for the 
work oerformed 7 

Clearly, much needs to be dene to attract and retain paraprofessionals, but 
the quality of paraprofessionals could be enhanced by more adequate 
reimbursement for their services. 

P - ROPQSED STANDARDS FOR PARAPRO F ESSlQMAt ftFRV IftSfi 

In short, to improve the home care services offered in federally funded 
programs, uniform conditions of participation should be developed and 
implemented, and paraprofessional salaries and fringe benefits should be 
increased 

The conditions of particiDation I propose would apply to all federally 
reimbursed programs providing paraprofessional home care services (Medicare 
Medicaid, Social Services Block Grant. Older Americans Act, etc ). Under the 
conditions, these federal programs would be required to have: 

1. Consistent job titles. 

2 n^t^XTr!**' °i Wh,Ch ttuW *» bu<lt additional trammg 
neeoeo for specific programs or cfient groups 8 

.?? ,C J? )mmon SUP 0 '** 10 " a«l monitoring requirements with states rooii,r«i 
S TATE L ICENSUR E AN P RFfiltl ATION of H ffMF rflRF 
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Until there ere Federally-mandated standards, state licensure programs are 
our oX miS to^ng^ however - 
present a crazy quilt of who is regulated, who is protected, and from what. 

Currently 36 states have some form of been sure laws covenng home heaHh 
aoencies Therms no uniformity among these laws (and the.r •mp' er " e " t, # n 9 
^latfons) There Is aiso no model hcen\ure law (or regulations) to took to for 
SuSSS ThuTin the states without a licensure law {and In many si ates wrtha 
?"^ u 7 fl law) there is inadequate state regulation to ensure that home care 
aTenc.es aralscally s^ble ^staffed and panned so as to ensure ^aSty <*'e 
SSteot Need(CON) laws do not prov.de a regulatory solution to assure quality 
and fiscal stabtity in heu of licensure. 

Than* should be a model law to provide states with guidance in developing a 
hnmfl T2?£Sw I censure law and regulations, and to ensure or enforce 

tZ*WtoZ>TnXhCoftQths to develop model licensure protons to fill this 
gap 

US E iN my^Vfttg as PRQwaERS 

There is a serious problem whrn slates ^ n ™?^* X * l ^^o 
provide nursmg and hornemaker-home health ajde services ^ead of obtaining 
these services through an agency. The approach of using individuals as P^y* ens 
h^lreltTpmK wherethW has been msuftoenttrairunj , or f ££«™ 
caregivers, wrth the result that thequajty of care ,s o^P^^rsetfmn that there 
hav/been numerous examples oi outright abuse of clients by ^™%_ A 'f 6 ™ 
mcident in California illustrates how senous ^ch abuse can be. There, -n 
ftontractor aide was arrested and charged with arson, anempxeo 
m?.!8!r!2 S after £ aOMtdh attempted to mSrder her client to cover up 
Se?nSXK^^ caredtorhim. Wewantto 

avert such dreadful incidents in the future. 

The orlmaiv imoeolment to the states* use of independent providers is that the 
mmX^sSSSm) views these invk*Jual providers (and property so) as 
emotuvees of the state. This means that under present tew, the states and counties 
^ ™X^o pi^CA. unemptoyment and workers compensation as well as 
w?hh?W fe^ral^rne tax on tS of these indrvkfuals. In some mstance 
however, these payments on behalf of the employees are no! made unless a 
challenge is brought against the state. 

In addition, some Area Agendas on Aging (AAas) and the states through 
Medicaid or the Social Services Bkr* Grant program are « OTn ^' n l 2 1 f»! 
iSSSm who, while they are not providing ^P^^™^Wto> 
orovTsJon of home care and supportive services. The problem is tha some case 
^Wti«*M«9« compacting with individuals Erectly to provide services 
Sad 1 of deaina through agencies meeting recognized standards in the home care 
fieto I wch asftaff Sashed by Medicare certification. The Nabo.^1 Homecanng 
r^unSfThe National League for Nursing, or the Joint Commission on Accred, a lion 
of Hospitals In some cases, the result has been a lack of training, poc if any 
suoervision-and some examples of poor care and abuse. Again in these cases the 
^St^t^MoS^ the^orker should be responsible for adequate 
training and supervision, as well as for employee benefits. 

A related problem is the method by which sorrvj Area Agencies on Aging and 
the states MntraSm? for home care services uncWthe Social Services Block Grant 
and tS IIL CoSracts ara placed out for bid and the lowest cost provider is chosen 
ThT, method may be appropnate for bridges and 

danaerous for home care and supportive services. Accredited and certified agenaes 

^^mWnTiSTO ^sis The result is that under- 

under supervised mdiwduals are being chosen to render care under these titles. 

Contracts under block grants and Title III should be based not on* on cost but a so 

on retired levels of training and supervision which should be spec.f.ed in Ihe 

contract 

SUMMARY 

In conclusion, while we are proud of the services wo provde to «« ; ^fWed 
and elderly Amencans to maintain them in their homes, we would like to suggest 
some ways in which the quality of care could be improved We recommend 

Uniform conditions of participation or uniform training and supervision 
staSs b^ed on level of care need for all federally funded programs 
utilizing paraprofessionals. or training requirements based on the mode 
curriculum should be included in OAA and Social Services Block Grant 
legislation; 

Increased reimbursement for paraprofessional services; 
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Common definitions which would make t v &se programs easier for the pubSc 
to understand a id for the government to monitor; 

Development of a model law and regulations for home care Bcencure. and 

Prohibition of independent emp«o/merrt of paraprofessionals using federal 
funds 

In addition. Congress should enact $.1076, the Medicare Home Health 
Services Improvement Act of 1987. which would danfy the Medicare home health 
benefit so that benefiaanes receive the services they need. This bin introduced by 
Senators Bradley and Mitchell, wouW. 

Clarify the definition of Intermittent care to Include one or more visits per day 
on a daily basis for up to 60 days and thereafter under exceptional 
circumstances Daily care whouid be clarified to mean seven days per week. 

Codify the current homebound guideline and clarify that an Individual need 
not be totally dependent and bedridden to be considered homebound 

Improve the quality of care in a number of ways, including creating standards 
for training of paraprofessionals and 8 patient bill of nghts for home care 
consumers 

Thank you for the opportunity to be here today to discuss these important 
issues with you I will be happy to respond to any questions you may have 
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The Chairman. Thank you very much. 

Ms. Mootz, you have stated that the home care industry has ex- 
perienced relatively few quality problems. 

Ms. Mootz. I said that? 

Senator Burdick. In your written testimony? 

Ms. Mootz. Oh, in detail. All right. After listening this morning, 
I would think that was a crazy thing to say. 

Senator Burdick. Well, I have to finish the sentence. While I 
would agree that most people are pleased with the care that they 
receive, I believe that the lack of reported problems could be attrib- 
uted, at least in part, to the fact that these patients have no one to 
complain to. Do you agree with me? And how do you think we can 
give the consumers of these services a greater say in the care they 
receive? 

Ms. Mootz. Well, many of the programs do not, for instance, give 
a role to the consumer in the first place. They do not ask for their 
opinions. They do not give them the right of appeal, and they cer- 
tainly have no one person in the State to whom they can make 
their complaints. That would be a more effective way of doing it, 
and I think it's part of the quality assurance process that should be 
written into the use of Federal funds for all the programs. The con- 
sumer aspect of it is certainly very, very important. 

Most good agencies send questionnaires to their consumers at 
least once a year. They certainly send a more detailed question- 
naire to every case that is closed, because then the person isn't de- 
pendent on them anv longer and can be more honest about the 
service. And they make a real effort to use consumer opinion to im- 
prove themselves. But it needs to be done in much more volume 
and by many more agencies. 

Senator Burdick. Despite your comments that most quality prob- 
lems are generally confined to non-Medicare certified agencies, in 
1986 a AARP report states that, "Consumers cannot assume that a 
Medicare-certified agency in fact operates up to the standards or 
that it provides high-quality care. How do you respond to this 
finding? 

Ms. Mootz. Well, T think that that is true, for several reasons. 
One, that the States have not had the staff and the funds to moni- 
tor Medicare agencies adequately in the past. Secondly, of course, 
as we have said many times today, there is no requirement for 
training and supervision of health aides. Third, there are no de- 
tailed instructions about orienting and training nurses for new 
techniques and keeping them up to date, so that it is possible for 
an agency to be not giving top service even though they meet the 
standards as they are now written. I think that is one reason that 
the voluntary accreditation programs of NLN and the National 
Homecaring Council have been so valuable because they do require 
a higher standard of care. 

Senator Burdick. Well, what do we do when we find an institu- 
tion that doesn't have an operation up to standards? What can we 
do? 

Ms. Mootz. Well, I would hope that they would no longer be 
funded through anv Federal program and that it would be enforced 
and that some civil penalties would also be used. We have been too 
easy on the home care people in the past. 
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W a^o at °u ? U . R 5 ICK - J hat would re « u5re ^ater supervision than 
we have had today then? < 

Ms. Mootz. Yes. 

Senator Burdick. We discussed the quality problems associated 
with some home care aides, the lack of proper training and super- 
vision, low wages and little or no benefits and so forth. I am s\Te 
that everyone here would agree that these problems need to be ad- 
dressed but also that it will be expensive to implement 

Ms. Mootz. Right. 

J? na ^i r B ™ DICK - How can we be sure that the bulk of these 
costs will not be passed on to home care patients? 

d^JtE* Y e "'-n S ink th f bulk 0f costs * P aid for bv third 
parties. The costs will be passed on to the taxpayers. In our agency 

we estimated that training our home health aides-and we trained 

all of them-costs about 2 cents an hour, added 2 cents an hour to 

t^nfl ^° e --i t WaS wel1 worth You any kind of 

g 'r u£ er * s nurses or Physicians, is costly. But it's a 
matter of whether its desirable and important. And this seems to 

Senator Burdick. In other words, we have to pay for everything 
in some way. F U1 '° 

riJ^iiM 0 ^^!? have to pay for H - But U mi e ht be Possible, by 
simplifying all these programs into one, to cut down a lot of admin- 
istrative cost and to use some of that savings to help. 

;t'ict 1 fii m0 i' ni ? g We h f ard a lot about increase in home care, but 
it s still only 3 percent of the Medicare Program. So it isn't that we 
are overwhelming everyone. 

Senator Burdick. Thank you very much. 

Ms. Jane Anderson, you are next. 

S YrS?v LP F JANE ANDERSON, DIRECTOR, AREA V AREA 
™ !! C I?, N AGING ' AN ACONDA, MT; TESTIFYING ON BEHALF 
OF NATIONAL ASSOCIATION OF AREA AGENCIES ON AGING 

Anar^il DE MT° N ' ^ nator ^ick, I am an area agency director in 
S"* ^ and , a member of the board of directors of the Na- 
Z c^T !! 1 ° f /r ea Agencies on Aging. The association rep- 
I^wft S ' advisory councils, service providers, and staff of 

over ofU area agencies on aging nationwide. 

th*? *f enci ?* on aging allocate approximately one-quartei of 
lSZZZ iT na t 10nwide to vanous types of home services, including 
5 e n m 1 a K er > chore personal care, respite, home-delivered meals, 
and nursing care. We are mandated to monitor and evaluate all 
programs and do so through a contractual relationship with com- 
munity providers. To release funds, definitions of servicer and 
standards oi performance are included to enable us to monitor 
their programs adequately. Thus, the area agencies on aging have 
been standardizing the Older Americans AcMunded pro^aL but 
imP ° n home care Programs not managed by the area 

Most of our agencies have adopted our association's taxonomy of 
services, a common definition of services nationwide. We do not at 
this time have a nationwide system of standards for the numerous 
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programs under the Older Americans Act, let alone the many 
other sources of funding supporting home care. 

We commend the committee for conducting the hearing on this 
topic, standardization of in-home care. Standards for in-home care 
are necessary in the management of comprehensive local systems 
of care, providing community-based long-term care to the depend- 
ent elderly. The growth .of in-home care services and providers, fa- 
cilitated by recent changes in Medicare, is rapidly intensifying, and 
we can expect future demands for ever-increasing services driven 
by the population of the very old growing four times faster than 
the general older population. 

New research conducted by the University of Texas Health Sci- 
ence Center in Dallas shows that the elderly's needs for home care 
and personal care service is two to three times the actual use of 
such i*^irvices. 

I wouIJ like to make two points during my testimony: Number 
one, NAAAA supports the call to develop standards for in-home 
services, keeping in mind the tenet that standards should not 
result in limiting needed care; two, the development of standards 
must result in home care being fully integrated into the local 
syster* of providing community-based long-term care. 

My first point, NAAAA supports with qualifications the develop- 
ment and implementation of standards or community-based home 
care. Research has shown that as a result of the recently enacted 
DRG system, demand for Older Americans Act supported in-home 
skilled nursing care has increased 196 percent, and the demand for 
housekeeping and personal care has increased over 60 percent, as 
the elderly are discharged from hospitals in a more frail condition. 

The demand and need for in-home care will continue to increase 
as a result of the DRG's current pent>up need and the growth of 
the frail population. In this growing market, national standards or, 
to phrase it another way, standardized products, are required by all 
concerned. No matter where a client or a caregiver lives, they have 
a right to know exactly what they are buying and receiving. Pro- 
viders need a common language for planning, marketing, and deliv- 
ery of services. Area agencies on aging need standardized assur- 
ances of quality and unit costs. Third-party payers need a standard- 
ized rationale for the actuarial s necessary for the development of 
new products. 

In this regard, policymakers have more or less surrendered the 
field of assuring community-based long-term care to^ the private 
sector. Insurance companies are interested in developing products 
for the long-term care market, but are wary of entering these un- 
charted waters. Comprehensive standards tied in with managed 
care would encourage the private sector to take on this new role. 

Makers of public policy will have to come to the aid of the pri- 
vate sector if they want to address long-term care in a meaningful 
way. Standards, however, should not result in restricted access to 
care because of unavailability or costliness occasioned by the stand- 
ards. Many area agencies on aging in rural areas, for example, 
have had to deal with a lack of providers and created ways to see 
that the frail elderly could remain in their own homes. In some in- 
stance, area agencies have had to create nonprofit providers to fill 
gaps in services. 
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This has been the case in my own hometown. There was no pro- 
vider of home care services, so the area agency developed one to 
provide home health services, We are concen -»d that too-stringent 
standards, dealing perhaps only with criteria for personnel, may 
result in restricted access to needed care. 

For instance, we do not believe that it is necessary for homemak- 
ers or chore service workers providing no physical care to be super- 
vised by an R.N. . 

We at NAAAA have data which proves that m-home care can be 
more cost effective than institutional care, but in order for efficien- 
cies to result, we believe that care where possible is best planned, 
coordinated, and managed by an agency which has no monetary in- 
terest in the services provided. 

This leads me to my second point. NAAAA recommends that 
standards for in-home care integrate services with a system for 
comprehensive community-based long-term care established by the 
Older Americans Act. The outcome of standards should be quality, 
efficiency, and appropriate care. I don't think anyone will disagree 
with these goals. To achieve these ends, however, we must inte- 
grate home care within the total package of community-based long- 
term care. If standards focus only on quality, then cost sayings to 
both public and private payers and appropriateness are likely to 
suffer, both at the expense of the client as well as the home care 
industry. 

Area agencies on aging regularly monitor their contracts with 
providers. The emphasis, however, of this effort is on contractual 
compliance. The contract is the focus of attention. This is the one 
result of the area agency fulfilling its mandate to monitor pro- 
grams of the Older Americans Act. v 

Contractual monitoring, however, is not what the client needs. 
Clients need a quality package of care that can be brokered on 
thei: behalf. Clients need a managerial approach to care that fo- 
cuses on them. Case and care management is this approach. Care 
managers working with the client in both the informal and formal 
support networks plan appropriate care, mixing and matching vari- 
ous resources for efficiency, see that the care is provided, and 
follow up to see if quality care has been rendered. Care manage- 
ment saves money. 

Most people wi?l not argue about the effect of care management 
on the quality of LTe of dependent persons. Certainly, remaining at 
home in the community is to be preferred, if at all possible, to re- 
siding in a nursing home. Some, however, may object to the care 
management and the provision of the continuum of care of commu- 
nity-based long-term care has not been proven to be cost effective. 
These people point to the evaluation of the long-term channeling 
projects funded by the Administration on Aging and the Health 
Care Financ : ng Administration. . 

Research by our membership proves otherwise. In Maine, case 
management under the auspices of the area agency on aging, in ad- 
dition to helping frail older persons remain in their own homes, 
has saved the taxpayer 54 percent of the cost of institutional living. 
Similar results are reported for Michigan and Oregon. 

To summarize then, NAAAA supports the development of na- 
tional standards for in-home care, emphasizing the guiding pnnci- 
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pies that such standards ultimately cannot be so stringent as to 
result in limited access. 

•J?«f dditio &A t ? f^ nre the , goais of q ualit y> efficiency, and appro- 
priateness, NAAAA strongly recommends that the standards re- 
quire the meaningful linkage of in-home care with area agencies on 
aging and care management, a care management system provided 
by an entity separate from the home care providing, thus avoiding 

^i 16 "tiPt i intere:t NAAAA offere to wol with the com- 
mittee on this task. 

Thank you. 

( aator Burdick. Thank you. 

JOSiZ j-te^iS*"^ in twtimony presented here today, there are 
serious difficulties in monitoring the quality of home care services. 
Among the roles mandated for area agencies by the Older Ameri- 
cans Act, as you mentioned, is the monitoring of services provided 
within their area of jurisdiction. 

Do you believe area agencies should expand their monitoring 
beyond that which is contractual? * 

Ms. Anderson. Yes, I believe so. 

Senator Burdick. You mentioned in your testimony that clients 
cdvt? managers - What of training do case managers vt 

Ms. Anderson. What kind of training do they receive' 
Case managers are usually professional social workers orRN's 
with a background of client care. And in our area we have an in- 
2fi J**** 1 ** 611 " 914 system. The case managers are the R.N.'s 
within thedifferent counties, within the different hometowns and 
counties. They make themselves aware of the different programs 

? ?? ered mthm , the , ir area 811(1 866 that their patient is re- 
ferred to the projier referral source. 

j,^ o na „ t0r if URDI ^ E ^.-!° u Relieve that this management assures 
home quality care is effective in providing it? 
Ms. Anderson. Yes, I do. 

them?* 0 ' BURDIC ^ ^ much better ^e than if you didn't have 

n ™*- And^n. Yes. I think that it provides for more monitoring 
ot the different programs. 

t w1 at0r BuRmcs : What training do these managers receive? Do 
they have any medical training, or is it all business training? 

Ms. Anderson. Within our area and within the State of Mon- 
tana, most of the case managers are either social workers with a 
dc ee in social work or they are R.N.'s. 

^ ignator Burdick. Do you ever have any contact with Williston, 

Ms. Anderson. No, I did not. 
Senator Burdick. Too bad. [Laughter.] 
That's my hometown. 
Thank you very much. 
Ms. Anderson. Thank you. 

Senator Burdick. The record will remain open for 10 days for 
such comments you care to file. 
Uatil then, we will be in recess. 
The committee is adjourned. 

[Whereupon, at 3:1? p.m., the committee was adjourned ] 
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I wish to commend the Senate Special Committee on Aging and you, Chairman 
Melcher, for holding this hearing on the issue of home care quality and the role of the 
Older Americans Act in assuring access to quality home care. The House Committee on 
Aging, which I chair, has drawn attention over the past year and a half to the 
inadequacies of our current system of quality assurance when it comes to home care. 

Concern over the quality of home care is compounded by the rapid growth in the 
use of home care services by older persons, by the numbers and varieties of providers 
entering the home care market, by growing public and private investment In home care, 
and by the impact of recent cost containment measures on beneficiary access and home 
care quality. 

The Corgress' first extensive look at this Issue was last July at the House Aging 
Committee* hearing, "The Black Box of Home Care Quality." At this hecring, we 
released the findings of the American Bar Association* (ABA) study of home care quality 
that outlines the lack of knowledge about the quality of care provided in the home 
setting and the Inadequacy of our current quality assurance system. 

As a result of the Committee* findings, I Introduced H.R* 5680 in the 99th 
Congress and have reintroduced this session "The Homecare Quality Assurance Act of 
1987" (HCQA), H.R. 1700. This legislative proposal comprehensively addresses many of 
the deficiencies in our current home care quality assurance system. The Act covers all 
"home health" and "home help" services provided to persons of all ages under Medicare! 
Medicaid, the Older Americans Act, t*nd the Social Services Block" Grant. ! request, Mr. 
Chairman, that a summary of H.R. 1700 be Included with my statement In the hearing 
record. 

H.R. 1700 provides a starting point for debate on a number of home care quality 
issues — from consumer protection} to quality assurance standards, monitoring and 
enforcementi to research and training; to Improved wages and benefits for home care 
workers. The Act would also create a new ombudsman service for home care consumers 
under the Older Americans Act, which is the focus of this hearing. 

I am pleased to acknowledge tte attention that has already been given to H.R. 
1700 in several other legislative tracks. First, Senator Barbara Mikulski will shortly 
introduce a Senate companion bill to H.R. 1700. Furthermore, many of the Medicare 
provisions of H.R. 1700 are also Included in and supported by companion legislation to be 
shortly Introduced by Senator John Bradley and by Congressman Henry Wax man. 

Of particular relevance to this hearing is the reauthorization of the Older 
American* Act this year. This provides the opportunity to strengthen the role of the 
state ombudsman program to include advocacy on behalf of home care consumers as well 
as residents of nursing home and board and care facilities. 

The Administration* interest in home care quality is also evident in their 
consideration of home care quality demonstration projects, improved survey procedures 
and deemed status for accredited home health providers. 

I encourage and remain personally committed to continued Congressional support 
and legislative action to ensure that all care provided in the home is of the highest 
quality possible and delivered in the best interests of consumers and their families. I 
therefore appreciate this opportunity to address this Committee and look forward to our 
continued, cooperative efforts . the future. 
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-THE HOMECARE QUALITY ASSURANCE ACT OF 1987 (HCQA)" 
HJFL 1700 

PURPOSE: "The Homecore Quality Assuronce Act of 1987" (HCQA) is designed lo promote 
the heollh, sofety ond well-being of persons receiving heollh ond supportive services in their 
home under Medicore, Medicoid, the Sociol Services Block Cront, ond the Older Americans 
Act. HCQA offers o comprehensive approach lo ensuring the quolity of homecore services by 
improving consumer protections, by addressing the serious deficiencies of our current quality 
ossuronce system when il comes to core provided in the home, ond by increosing research and 
training in home core quolity. 

THE ISSUE: With the rapid increase In the number of older persons ond need for heolth ond 
support services, the number of homecore providers ond proprietory ogencies, in porticutor, 
hove mushroomed over the post two decodes with virtuolly no provisions to ensure the quality 
of core delivered. Little is known about the quality of core provided in the home, who is 
providing services, how many people ore being served, ond what public ond privole doltors ore 
being expended. Most importantly, the in-home location of services mokes the octuat delivery 
virtuolly invisible ond, therefore, lorgely beyond the reach of public or professional scrutiny. 

BILL PROVISIONS 

Establishes a federot bill of rights for homecore consumers under Medicore, Medicoid, 
the Sociol Services Block Cront, ond the Older Americans Act. 

Sels "home health" ond "home help" quolity ossuronce stondords ond requires ogency 
compliance as o condition of participation under Medicore, Meaicoid, the Sociol 
Services Block Cront, ond the Older Americans Act. 

Requires that homecore agencies hove plan of core policies that identify services lo be 
provided, have o means for identifying odd it tonal client needs, ond coordinate with 
other service ogencies. 

Requires that homecore ogencies have oppropriote odministrolive policies including 
governance structures, fiscal and personnel management, ond client records. 

Requires that PROs conduct quality ossuronce monitoring of oil home heolth ogencies 
funded under Medicare or Medicoid. Requires that stotes hove o quolity ossuronce 
monitoring mechanism for home help services funded under the Sociol Services Block 
Cront, the Older Americans Act, ond the Medicoid Home ond Community Bosed 
Services Waiver Program. 

Amends the Older A me r icons Act to include and provide seporote funding for homecore 
ombudsman activities for the purpose of investigating ond resolving homecore as welt as 
nursing heme and board ond core comptoints. 

Requires federal survey of homecore ogencies with ottowonces for "deemed stotus" for 
ogencies accredited by organizations or certified by stoles hoving stondords ot leost as 
stringent as the federal conditions of participation. 

Encouroges stotes to establish compcroble quolity standards ond survey procedures for 
homecore agencies under State programs serving consumers of oil oges. 

Requires that slates establish Consumer Boards to conduct oversight octivities, provide 
input into the award ond evaluation of the PRO ond home help monitoring mechanisms, 
engage in consumer education, ond receive input from homecore beneficiaries. 

Requires that PROs, stote homecore monitoring mechanisms ond ombudsman programs 
have toll-free hoMines to receive questions ond comploints from beneficiaries, 
providers ond others concerning homecore quolity issues. 

Requires that senctions, including intermediate sanctions ond civil penalties, be 
ovoiloble to ensure compliance with quolity ossuronce stondords. 

Requires that DHHS set minimum proficiency stondords for oil persons delivering 
homecore services ond fund troining progroms for personnel ond coregjv $. Encouroges 
stotes to develop licensing requirements for home heolth providers. 

Requires that DHHS estoblish guidelines ond provide funding for homecore troining 
grants, for homecore demonstration projects, ond for homecore quolity ossuronce 
studies, including reseorch on troining ond woge levels. 

Requires Ihot DHHS implement ond odminister all provisions of the Act In conjunction 
with o Notional Homecore Quolity Assuronce Council of providers, consumers, stotes, 
accrediting bodies, fiicol intermediaries, PROs, reseorchers, ond others. 
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EXECUTIVE SUMMARY 



The demand for home health care is growing rapidly for two 
reasonsi the size of the trail* chronically ill, and disabled 
population is increasing and Medicare beneficiaries are leaving 
hospitals quicker and sicke/ under Medicare's prospective pricing 
system still needing transition care at home. 

A. Medicare does cover post-acute care* but beneficiaries arc 
experiencing significant problems in satisfying stringent 
eligibility criteria. And* the scope of covered benefits i* 
being reduced through regulatory initiatives intended to 
curtail growth in the use of the home health benefit under 
Medicare. 

B. The need for home health care by older* chronically ill 
Americans and their families poses the greatest threat of 
catastrophic costs. To obtain long term care services for 
chronic conditions* older Americans must spend down in order 
to satisfy Medicaid eligibility rules. And, Medicaid 
reimbursement favors institutional* rather than siorae care. 
Insurance against the high out of pocket costs for long terra 
care is generally unavailable. 

C» Besides high costs* consumers face the lack of uniform and 
effective regulation of the quality of care offered by home 
care agencies. Consumer protections are generally weak or 
nonexistent. 

The American Association of Retired Persons recommends the 
following responses to these problems: 

1. Existing regulatory efforts by HCFA and its intermediaries to 
arbitrarily and capriciously deny Medicare beneficiaries 
access to home health benefits must be stopped. Eligibility 
standards and scope of services should be broadened and 
clarified to meet the growing needs of beneficiaries for 
post-acute care. Patient eligibility for post acute care 
services should be determined prior to hospital discharge and 
should be binding on Medicare's fiscal intermediaries. 
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2. Chronically ill, disabled, frail and mentally ill persons 
need access to a broad range of coordinated and affordable 
long term care services. A prospectively paid case managed 
system could provide tMse essential linkages between medical 
and social services in a variety of settings. 

3. American families need protection from the catastrophic costs 
associated with long term home health care services. Some 
combination of private and public long term care insurance 
must be developed to end the forced pauperization of American 
families needing chronic care services. 

In sura, Medicare beneficiaries need protection against premature 
hospital discharge into a no-care or inadequate care zone. They 
need improved access to home based care for post-acute and 
chronic conditions. They need insurance protection against th« 
financial cost of long tern care. And,, they need protection 
against substandard home health care. 

To t h at end, AARP endorses S.1076 "The Medicare Home Health 
Services Improvement Act of !987" and recommends its prompt 
adopt ion. 

The American Association of Retired Persons (AARP) welcomes the 
opportunity to submit for the record testimony on home care for 
the elderly. With its 25 million members, AARP can speak 
confidently aboot the growing and unmet need for high quality 
hone care for the acutely ill and frail elderly with multiple 
chronic conditions. 

Improved access to comprehensive home health services is 
desperately needed for both post acite care by persons recently 
discharged from hospital and by those suffering from chronic 
illness and disability. 

Those who need post-hospital transition care are being denied 
access to their Medicare benefits through a series of regulatory 
actions by HCFA and its fiscal intermediaries. This constitute* 
regulatory denial of a statutory benefit. 

Chronically ill and disabled people and their families face 
catastrophic costs for long term care at home and in 
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institutions. The price of care is pauperization. The answer 
for them is improved coordination of a range of services and the 
financial protection afforded by long terra care insurance. 

Any home health care policy must address the pressing needs of 
both the acutely ill and the frail and disabled. 

Need for Home Health 

Because Medicare expenditures for home health care comprise less 
than 3% of total outlays, until recently little Congressional 
attention has been focused on this vital Medicare benefit. In 
fact, demographic trends and changes in Medicare Part A 
reimbursement methods have combined to make home health services 
increasingly important to people age sixty-five and older. 

Specifically, the size of the frail, chronically 111. and 
disabled population is rapidly growinj. According to the 1982 
National Long Term Care Survey, 19% of those sixty-five and older 
have some degree of disability, while 4% of non- institutionalize » 
older persons are severely disabled. Disability rates increase 
markedly with age, so that those who are age 85 and older are 
four times more likely to be disabled than younger " sdicare 
enrollees. And, this age group is the fastest growing segment of 
our population. Consequently, the societal need for assistance 
in activities of daily living by disabled persons will increase 
rapidly . 

As a result of this fact, the demand for home health services is 
growing rapidly today and will continue to grow in coming years. 
According to Bishop and Stassen's study in the Pride Institute 
journal of Winter,, 1986, growth in the number of persons served 
,s the largest contributor to home health care expenditures- The 
rate of utilization tripled between 1974 and 1982. 
Another contributing factor in the .rowing need for home health 
services i- the pressure for early hospital discharge under tt< 
prospective payment system (PPS) inaugurated in 1983. 

Van Celder and Bernstein report in the same Pride Institute 
JOU rnal that in fiscal year 1984, discharges from PPS hospitals 
to hone health care -ere 3 1/2 times higher than the rate of 
discharge to ho.e care from non-PPS hospitals. The authors 



125 



report that all of the studies by the U.S. Department of Health 
and Hunan Services find that the rate ol discharge to home care 
rose sharply after PPS was implemented? that older patients are 
being discharged earlier and sicker; and that hone health care 
providers are giving more skilled and intensive care to clients 
now than they were before PPS began. 

These formal findings are corroborated by informal surveys of 
providers, by testimony submitted to Congress, and by letters we 
have received from distraught and angry members who need and 
cannot obtain home care. Our members write heart-wrenching 
letters about being forcibly discharged from hospitals while 
still needing extensive care. Unmarried older persons are being 
sent home from hospitals despite the fact that they are too ill 
to care for themselves. Many of our letters are from the spouses 
and children of recently hospitalized people whose need for 
physical and m«ical care exceeds the tiae, strength, and skill 
of family members into whose care they are discharged, in sum , 
the demand for home health care services is being stimulated by 
the growing numbers of acutely ill people who are being denied 
post-acute transition care in hospitals. 

Inadequate Benefits 

While the need for home health care is growing for both 
chronically and acutely ill persons, the Medicare home health 
benefit is both inadequate and often unavailable. 

Current problems in the scope and structure of Medicare's hcae 
health benefit can be attributed to several causes: determination 
of eligibility, scope and duration of services, and lack of 
protection for consumers. 

Eligibility: Although the requirement of prior hospitalization 
was eliminated in 1981, eligibility for home health benefits 
under Medicare is still linked to acute, temporary illness rather 
than the need for chronic caro. To be eligible for this Medicare 
benefit,, individuals must be certified by a physician to need 
part-tiwe or intermittent skilled nursing care. 

In an effort to curtail use of this benefit, HCFA has been 
formally and informally adopting increasingly stringont 
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definitions of "part-tine" and "intermittent" care. 
Additionally, the definition of being "hone bound" - another 
eligibility criterion - has also been subject to varying and 
arbitrary interpretations. 

For example. 11 1975, HCFA's Health Insurance Hanual-13. section 
3119.6 defined intermittent or patt-tiroe care to average 20 hours 
or less a week for up to 100 hours a month. By 1981. HCPA's Hone 
Health Agency Manual Transmittal No. 127 limited care to 1-2 
hours a day. 2-3 tines a week. Providers had to justify any 
additional levels of care. For the very ill. HCFA permitted 
"medically reasonable and necessary" aide services on a daily 
basfs for 10 more than 2-3 weeks. A year later. HCFA's 
Transoittal No. 137 provided a guideline of nine hours a week. 

Several problems have been identified by providers and 
beneficiaries. Fiscal internedianes vary in their 
interpretation of "part-time" care and retroactive denials of 
coverage are not uncommon. In some states, receipt of 3-5 care 
days a week is considered to be daily care and thus ineligible, 
tn other states, clients nay not receive nore than one visit a 
day. even if the purpose of the visits differs. 

Variations in the interpretation of "home bound" have also 
resulted in denials of eligibility to those in need of care. 
Under current guidance (Health Insurance Hanual-ll. Section 
208.4). a person must be normally unable to leave home except for 
infrequent periods of relatively short duration. The inprecision 
of these words has led to absurd situations where people have 
been denied coverage because they left home to receive 
chemotherapy. 

The CAO has repeatedly criticized the homebound requirement as 
unduly restrictive, yet it is retained. Consequently, ambulatory 
people who can't dress, bathe or prepare meals can be denied 
care. Additionally,, improvement in mobility - a goal of hoae 
health services - could jeopardize receipt of needed home 
services. 
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Finally, if all one needs initially is occupational therapy, 
eligibility will be denied. Ye-, one can continue to receive 
such therapy after skilled nursing care is no longer needed. 

Because of these and other arbitrary and capricious 
interpretations of eligibility criteria, untoi millions of older 
Americans nay be denied access to necessary care. HCFA data show 
that rates of denial for home health care claims are increasing. 
Between FY 1979 and 1983, denials of Part A home health bills 
rose from 2.8% to 3.7%. Between FY 1982 and 1983, the number of 
these denial notices sent to beneficiaries increased 8.9%. By 
fiscal year 1987, 6% of all such claims were denied. 

Yot/ this may only be the tip of the iceberg of unmet or denied 
care. Since providers are now liable for the cost of care 
provided to persons later determined to be ineligible, home care 
agencies may be refusing service to doubtful cases. We have no 
data on the extent of unmet need for post acute care service, but 
present conditions lead one to assume that the problem is 
serious . 

Furthermore, we don't know the extent to which beneficiaries and 
their families are directly paying for needed services to 
supplement the benefits provided under Medicare. There is 
anecdotal evidence that when families do supplement the horue care 
benefit/ they may thereby lose eligibility for services. In 
Connecticut, for example, the LAMP program (Legal Assistance to 
Medicare Patients) reports that if family members provide care to 
people receiving home health services, the client may be found to 
need more than "part-time" or "intermittent" care anc then be 
denied all home health care services! 

Another weakness of current eligibility standards is that the 
social circumstances of patients are not considered. Xt is now 
commonplace for weak, ill people to be sent home £rom hospitals 
when there is no family member to care for them. Unless they 
need skilled nursing care, they cannot receive hone health 
services despite their obvious inability to care for themselves. 



ERIC 



132 



f 



128 1 

Scope of Services 

As we noted* the Medicare heme care benefit offers both too 
little volume of care for many people and is unduly geared to 
raeet an acute medical need. The growing cohort of frail and 
Mentally disabled people with long terra needs for care -- both 
skilled and personal — is not being addressed by Medicare. We 
lack a long tera care system encompassing medical* social/, and 
personal care services provided in a vuriety of community, 
home-based* and institutional settings. For example Medicare 
does nothing for the Alzheimer's patient whose family is 
struggling valiantly to avoid institutionalization. 

The primary source today of horae-based long term services for the 
elderly is family members. These free services ar* supplemented 
by the Older Americans Act and Medicaid. Yet/ Medicaid 
eligibility standards vary enormously, as does the range of 
provided services. Only eight states offer personal care 
services to the categorically needy! sixteen states offer this 
service to both the medically and categorically needy. Only two 
states offer unlimited service. The fourteen states which 
require prior authorization for part-time nursing care account 
for 83% of Medicaid expenditures for that service. The thirteen 
states requiring prior authorisation for wde services account 
for 83% of these expenditures. Five states do not provide 
homemaker services. 

This patchwork of rules and coverage is confusing and 
inconsistent. And*, it is too soon to tell whether HCFA's recent 
consolidation of intermediaries responsible for home care bills 
will produce more uniform application of the rules. 

The unavailability of requisite horae-based services forces untold 
numbers of older Americans to jeopardize their health; pay 
out-of-pocket for needed but uncovered services; and finally to 
enter an institution. 

Chronically ill. frail, and/or disabled people cannot obtain home 
health benefits under Medicare. To obtain these servces under 
Medicaid, older Americano must spend down in order to meet 
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eligibility criteria. We know the financial catastrophe faced by 
those who enter nursing homes. Host private paying residents are 
pauperized within a short time from entry. A Congressional 
study found that nearly half of unmarried residents age 75 and 
over are pauperized within thirteen weeks of entry. 
Three-fourths of these residents are impoverished within a year. 
Older Americans desperately need financial protection against the 
catastrophic costs of long terra care. Yet, long term care 
in&ur» ice is not readily available from private inourer3 and 
public policy has failed to remedy this problem. 



Some estimate that as many as 201 of nursing home residents could 
live at home with community-based services. When needed services 
are unavailable, frail elderly persons are forced into 
institutions where they face immediate and crushing costs. At 
present, about half of all nursing home costs are paid directly 
by consumers. 



Provider Purifications 



Another problem in the area of home health is the absence of 
quality standards for providers. This essential service sector 
is largely unregulated and opportunities for abuse and 
substandard care abound. Consu-aers who do obtain home health 
services are generally at the mercy of strangers who may be 
untrained for their duties, unsupervised, incompetent and/or 
dishonest. The home care field is growing and r 4n ging rapidly; 
between 1981 and 1985, t»iere was a 7A\ increase in the number of 
Medicare certified home health agencies. The greatest growth has 
been among proprietary agencies, lar?-., in response 
to the 1980 Omnibus Reconciliation Act which permitted Medicare 
certification of proprietory agencies in states without licensing 
laws . 



Licensing and certification standards vary greatly among our 
states. While HCFA is primarily concerned about reimbursements, 
hardly anyone is formally charged with assuring access to and 
quality of care. There are few avenues of recourse open to 
persons inappropriately donied care or given substandard care. 
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Indeed, in sob© instances thore -nay not be a standard of care. 
Caveat Emptor is an irresponsible guide to our most vulnerable 
citizens. Consumer protection must be built into our home health 
care programs. 

NEEDED SOLUTIONS; 

AARP believes this situation represents a failure of public 
policy. * crisis in care confronts Americans today — a crisis 
with serious health, social., and financial costs. 
American families desperately need accessible, high quality, 
comprehensive, coordinated post acute and long term care home 
health benefits. Ultimately, home health services should combine 
the following features: 

- it should cover both acute and chronic conditions; 

- provide a full array of well trained and supervised 
skilled, personal., and homemaker services in the 
home as well as in an institution; 

- when appropriate be linked to a hospital discharge 
planning process; 

- encourage participation by family members., friends, 
and community volunteers; 

- cap out of pocket expenditures so that people are 
not pauperized by their need for long-term care 

- be based on the insurance principle of shared risk 
and predictable individual costs; 

- provide for data collection and evaluation to 
rreasure both access to care and quality of services 
de 1 i vered ; 

- ireet reasonable and uniform quality standards! and 
include consuner protection and part i . tpat ion. 
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To achieve these goals, we support prompt enactment of S.1076, 
the Medicare Home Health Services Improve*- Act of 1987. The 
bill will ensure improved access to home health benefits under 
Medicare Part A. The bill clarifies the definite * 
•intermittent" and "homebound " j expands the f reque ,cy and 
duration of daily visits that are initially authorized; mandates 
minimum training and certification of home health caregivers; 
requires HCPA to publish for comment all guidelines and 
interpretive rules; mandates frequent unannounced provider 
surveys including outcome oriented patient evaluation; authorizes 
HCFA to impose fines and civil penalties for noncompliance with 
required standards and timetables for corrective action; and 
requires HCPA to publish provider directories listing the current 
compliance status of Medicare-certified providers. These 
provisions could measurably Improve consumer protections and the 
quality of care provided. 

In addition/ affordable and aoequate long terra care insurance 
must become more readily available, AARP is open to the notion 
of an increased Hedicare premium in exchange for true stop loss 
protection against the costs of long terra care. We are also 
exploring the possibility of private sector long terra care 
insurance. 

We further recommend prospective payment for a case managed 
system of long term care. Community based care will require a 
continuing combination ot public and private sector funding. 
AARP supports the Medicaid 2176 Waiver program and deplores 
restrictive regulations which serve to hamper its operation. 
We recognize that we have a long way to go before existing 
services meet these criteria. The task is large; the need is 
great. We cannot afford to wait in dev»*_ping the solutions. 

AARP welcomes the opportunity to work with this Committee toward 
solving these problems in home care. 
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AW'WCAN BAR ASSOCIATION 



UOO M Street. N W. 
WMhkigKXi, DC 200M 

(202) J31-22J7 



May 13. 1907 



Honorable John Melcher 

Chairsan, Senate Special Cor»ittee on Aging 
Washington. D.C. 

Oeer Senator Melcher: 

The ABA Commission on Legal Problems of the 
Elderly was pleated to hear that you were conducting 
a hearing on the issue of home care quality. , As an 
interdisciplinary body constituted to analyze end 
respond t« the lav-related needs of the elderly, we 
believe that the issue is of considerable 
importance. I have enclosed a statement based on our 
Commission's own report on the state of the art of 
home care quality assurance, entitled "The Black Box 
of Home Care Quality." 

Thank you for tho opportunity to discuss this 
important issue. I hope you continue your efforts in 
this area. 

Sincerely 



inceteiy, 



John H. Pickering 
Chaitman 
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STATEMENT OP 

JOHN H. PICKERING 

v 

ON BEHALF OF / 
THE 

AMERICAN BAR ASSOCIATION 
COMMISSION CN LEGAL PROBLEMS OF THE ELDERLY 



The Commission on Legal problems of the Elderly 
of the American Bar Association appreciates the 
opportunity to addrssc the Important Issue of "The 
Role of the older Americans Act In Assuring Access tc 
Quality Heme Cars." The Commission, established in 
1978 by the ABA Board of Governors to address the 
lat /slated needs of the elderly, is an 
interdisciplinary group chat includes practicing 
attorneys, legal educators., gerontologists . elderly 
law specialists, government officials and senior 
citizen advocates. 

The testimony which we are presenting is the 
view of the Commission s and hts not been approved by 
the ABA Board of Governors or House of Delegates. 



As chairman of ihe Commission, x have had the 
privilege and challenge of overseeing our 
Commlss;on's efforts in examining status of home 
care quality assurance mechanisms at both the federal 
and state level. Theso efforts led to the 
poblication of a report entitled "The Black Box of 
Home Care Quality." released in August 1986 in 
conjurction with a hsaring on the topic convened by 
Representative Roybal, Chairaan of the House Select 
Committee on Aging. 

Since this Committee is already faailiar with 
that report and its recommendations, I will not 
repeat its contents here. Instead, let ae suggest 
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five fundamental questions, derived from the report, 
that ought to be asked In creating any proposed 
quality assurance system: 

1. Is the systeu as comprehensive and unlforu 
as possible In the scope of agencies 
covered, services covered, and data 
collected? 

2. Does the systen focus on the quality of 
care actually provided, or Instead, only on 
the provider's capacity to render care? 

3. Does the systen effectively empower 
consumers by means such as: 

a. providing consumers with clear and 
consistent Information about 
providers, services . costs, and 
consumer rights? 

b. Involving consumers as a primary 
participant In evaluation and 
monitor lug? 

c. providing consumers with simple and 
effective moans of redress when 
problems or deficiencies In care arise? 

4. Does the system ensure that care Is 
provided by well-trained and supervised 
care givers? 

5. Does the system ensuro the effective 
monitoring of the services delivered to 
consumers and the use of a strong, but 
flexible, range of sanctions? 



We bellevo these questions help elucidate the 
basic consumer-oriented assumptions that ought to be 
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fundamental to a quality assurance system, yet. 
beyond these basic assumptions, there is a threshold 
regulatory question that has not been squarely faced 
by the witnesses before this Committee: what is the 
proper federal role in creating home care quality? 
The very title of this hearing begs that question in 
the context of the older Americans Act. 

The Federal government sets the basic mold for 
what happens in home care aervices at all levels — 
federal, state local, public or private, one need 
only look at the Medicare program for an example. 
Since its inception. Medicare's home health care 
"conditions of participation" have been the benchmark 
for home care regulation, even though the scope of 
Medicare's home health benefit is really quite 
limited. Licensure lavs and regulations — the 
predominant form of state regulation over home care 
— have largely mimicked th* language of the 
conditions of participation, at least until recently. 

The other major federal funding sources for home 
care--Medicaid, Social Services Block Grants and the 
Older Americans Act—arose to serve discretely 
identified needs and target populations. Deapite the 
best of intentions. I* combination tt these programs 
did not provide ao integrated continuum of services, 
but rather a fragmented and Incomplete care system 
with Inadequate and uncoordinated quality asst. ance 
mechanisms. 

r tne last several years, many states have 
jtely tried to i.B?or;- some order and 
.nation among these federal and various 
state-funded programs. To accomplish this, states 
have variously tried case Management strategies, 
channeling initiatives, state supplements, cash-outs 
and other bridging mechanisms. Many of these 
initiatives have b*en supported by the federal 
government. Yet. the basic structure of ?*deral 
funding still fosters fragmented care and. 
consequently, fragmented quality assurance. 
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This is not to suggest that all federal funding 
sources be combined Into one mega-program. There are 
valid reasons for the distinct Identities of these 
programs. At the same time, the goal of quality of 
care oerhaps demands that these programs start 
talking the sane language In terns of definitions, 
standards, enforcenent. and data collection. This 
goal perhaps also demands that these prograas throw 
cut soae of the entrenched aodlcal nodal versus 
social services sodel conceptualizations and. 
Instead, pay their fair share of a coordinated case 
assessment, case management, and quality assurance 
system. 

This cannot happen unless the Federal government 
begins to break some of the legal/structural barriers 
among its own programs and set the basic parameters 
for such a system, without the structural bridges, 
new jlity assurance mechanisms may s 1 emerge, 
but they may more closely resemble the many-headed 
Hydra of mythology than a system of accountability 
For example, consider the need for the training and 
supervision of home health aides and other supportive 
personnel. He may all finally agree that minimum 
federal standards are needed; but. are we better off 
with common definitions and standards for training 
and supervislon--or with differing standards 
depending upon whether these personnel are funded by 
Mediate. Medicaid. Social Service Block Grants or 
the older Americans Act? This is one of cany 
possible areas in which the Hydra can be slain. 

Case management is another. While its value as 
a dollar saver is still debated, its value as a 
quality enhancer has gained wide-spread acceptance. 
Yet. under present structures, its growth could prove 
strangely ironic, for Instead of a case manager, we 
may witness many case managers- - the home care agency 
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socUl worker, the hospital discharge planner, the 
physician., the area agency on aging, the insurance 
coapany, the private case aanager, and »ore. 

These illustrations only highlight the need for 
Congress to rethink the aias and approaches of the 
key authorizing ac te. While this Conaittee is 
specifically examining the role of the Older 
Americans Act., its vision needs to be uuch greater 
than that Act itself. If the example i 8 set. the 
states will need little prodding to follow suit 
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AMERICAN FEDERATION OF HOME HEALTH AGENCIES, INC 

1320 Fenwtck Lane • Suite 500 • SKrr Spring, Md. 20910 • (301) 588-1454 



STATBffirfF 
OF 

THE AMERICAN FEDERATION OF SEME KEAUIH AGENCIES 
ON 

"HCME CAPE: THE AOON* OF INDIFFERENCE" 

The American Federation of Heme Health Agencies appreciates the opportunity 
to address the vital issue of quality of care in hone health services before 
the Senate Special Cormttee on Aging. 

We wish to address this concern in two ways: first, within the context of 
the current administration of the Medicare hone health benefit and the implications 
therein for quality of care, and second, by recommendations to address specific 
concerns that may arise regarding provision of quality care in the here. 

To begin with the c ur r ent climate of the Medicare hens health benefit, we 
look forward to the day when heme health personnel can concentrate their energies 
on provision of the highest quality here health services instead of on shuffling 
a load of unnecessary paperwork and playing a guessing game with the Health Care 
Financing Administration and its fiscal intermediaries as to whether services 
will be covered, even though a patient clearly appears to Beet every coverage 
criteria. 

Home health agencies are already reeling under the impact of massive denials 
from intermediaries, which in turn are under pressure from HCFA to produce at 
least five dollars in denials for every one dollar they receive for medical 
review and utilization review. We have seen a significant increase in denials 
over the l»'t year to eighteen months. And if HCFA persists in its claim that 
one third of here health services now being provided should in fact be denied, 
the current disruption would pale in comparison to the upheaval that would result. 
Quality of care along with access of beneficiaries to services would be the 
victims once again. 

Denial of services, in whole or part, to the very sickest and most debili- 
tated patients is now ccrtircn. We shudder to think what the outcome will be if 
the level of denials ever reaches thirty-three percent. 
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One type of service with particular bearing on quality of care is that of 
radical social worker. Social workers are trained to deal with the psychological 
and social dimensions of a patient's situation, to cake overall assessments of 
the efficacy of care being provided, and to alert an agency to any problem that 
develop. Without dealing with the psycho-social aspects of care of elderly and 
disabled beneficiaries, many of whoa are confused and alone, a heme health agency 
(HHft) cannot provide the services that a patient's situation requires. 

Unfortunately, mndlral social services are scarcely available under current 
dictates of KTA and its intermediaries, which rarely allow more than one or two 
such visits to a patient. In addition, application of cost Units Lj discipline 
rather than in the aggregate zrakes it difficult, if not impossible, for mny 
hone health agencies to provide medical social services. There is no profit 
in the Medicare home health benefit and no way to offset loses in nigh-cost 
low-utilizing disciplines, without the ability to offs&t over-limit disciplines 
with those under the limits, HHAs w Oiacor.fclnuing provision of medical social 
services and other rehabilitative services such as physical therapy and speech 
therapy. 

Another problan within the current system with implications for quality of 
care is the imposition of onerous regulatory and paperwork burdens that cause 
'^encies to have to divert their resources away from the provision of patient 
care. Not a dime's worth of the added expense associated with these burdens 
goes to beneficiary services or measurement of quality of care. The intent is 
pure and simple restriction of reimjursemait. 

A case in point is VZFA'u "minimro- data element series, Ftaras 485-488. 
These forms are proving to be enormously costly in terms of time and diversion 
of the energies of highly skilled personnel. Nurses would rather concentrate on 
patient care for which they have been trained, but many have been reduced to 
paper pushers in an attempt to forest 11 devastating denials emanating from 
forms which give them so many opportunities to trip up. Vfe xecomrend with- 
drawal o* the 485 series. 

Mas live denial of services is HCTA's preferred method of curbing utilization 
and the growth of the heme health benefit, increased utilization and outlays for 
h. * health are inevitable with the implmentation of prospective payment tor 
hospitals and the aging of the population. There is an elenent of preventable 
growth, however, that has not been addressed. The proliferation of home health 
agencies in states without certificate of need requirements is a prime factor 
in increased outlays under the benefit, a greater number of agencies per se 
iocs not lead to a redaction in the cost of services through competition. In 
fact the qpp~ ite is true. Where Htts are allowed to proliferate without control, 
the result is an increased number of agencies seeking to serve a finite meteor 
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of patients. New agencies will have higher than average costs in the startup 
years, while reduced utilization vail drive up the per visit costs of established 
agencies, whose set administrative and overhead costs are then spread over fewer 
patients. More funds thus sexve the same basic patient populations. We urge 
a national certificate of need requirement o~ a moratorium on the issuance of 
provider ntxters to HHAs to decrease the costs of providing services and redirect 
Medicare funds towards patient care and away frcn administrative costs. This 
in turn would serve to control outlays and reduce the pressure to deny needed 
services to beneficiaries. Possession of a provide nutter should be tied in 
closely with quality assurance; an agency which does not satisfy quality stan- 
dards would forfeit its participation in the Medicare program, states are in 
a better position to assess quality with a stable number of home health agencies 
than they are where absence of certificate of need has led to geometric increases 
in the nmfcer of HHAs in a short period of tune. 

He wish to emphasize here that factors driving home health agencies to reach 
or exceed their cost limts— taassive denials, implementation of onerous require- 
ments such as Forms 485-488, proliferation of agencies — are forcing administrators 
to take measures to avert debilitating losses. In a system as labor-intensive as 
home health care, this means that many agencies rust enploy less-experienced, 
less-skilled personnel with lower salary demands, and must discontinue cwr-cap 
rehabilitative services. Policies which have such implications for quality and 
access to care are short-sighted financially and completely fail to take into 
consideration tho welfare of beneficiaries for whom the Medicare program exists. 

Qiality is a difficult cmcept to define and assess; and it is much more 
difficult to measure in the home than in an institution. Vie do not believe it 
is very practical to send independent assessors into patients' homes to judge 
the quality of care received by elderly and debilitated beneficiaries. Such 
beneficiaries arc not very reliable sources for evaluating services they may 
have received a nunber of weeks in the past. This type of monitoring system 
would also be costly. (Visits to paticnt3 now mandated by HCFA unfortunately 
are not geared toward quality assessment; they are but another tool to ferret out 
denials.) Oaaiity ultimately has to come from home health agencies themselves and 
from beneficiaries and their family members as consumers of hare health services. 

Vfc believe it would be more effective to implement mechanisms such as the 
following, some of which require changes in Federal law, HCFA regulations, or 
inducements to state action: 

o Every beneficiary and/or responsible fanuly reenter should be provided with 
a patient bill of rights upon admission to the services of a homo health 
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agency. This cccuient should include a description of the Bft's grievance 
necnmiaa and the name and nusber of the agency's patient advocate (and 
the muter of the state review board noted in the following suggestion) . 
Any complaints regarding care should be taken straight to the agency's 
administrator by the designated advocate. Since many beneficiaries and 
their families find themselves baffled by the Medicare bureaucracy and 
by denial of services, basic infcumation on eligibility, benefits, and 
payments should also be provided at admission. (He are submitting with 
our testimony a sample of a patient bill of rights, this one required to 
be provided to all beneficiaries by Florida home health agencies.) 
o An independent review bc*rd should be set up in each state, consisting of 
consumers, beneficiaries and thier families, HHA administrator s, physicians, 
and other appropriate representatives, to which patients and their advo- 
cates can bring complaints pertaining to care given or possible abuse. 
Such a board should be given authority to investigate allegations of infer- 
ior care and abuse and to take appropriate action, 
o Tied in with the previous suggestion, the review board or another entity 
in eaci state should kwp records on HHA personnel fired for provision of 
inferior care or abuse of patients, and periodically send alerts to all 
HHAs operating in the state, listing names compiled and reasons for dis- 
missal. (He realize that there are legal implications Ouch would have to 
be examined pertaining to the dissemination of such information.) 
o TO minimize the chance of abuse and to insure accountability, states should 
be given incentives to license all agencies, registries, and individuals 
who provide health-related care or herder cervices in beneficiaries' 
hares. Training nxnurements should be developed for all ncn-professional 
caregivers. (One model for such a requirorfcnt went into effect in 
Florida this past July 1. A copy is provided with this testimony.) 
Licensing and training are especially urgent as denial of services undei 
the Medicare benefit is causing families to turn to other sources, of 
unknown reliability and professionalism, to provide services to patients 
in desperate need of care, 
o All home health caregivers, including employees of Medicare certified 
agencies, shewd be required to receive a specified miter of hours of 
continuing education per year in their ficla. 
o A basic patient right-freedom of choice in selection of the caregivcr- 
is increasingly being violated ..ith impunity by the- closed referral 
systems Ouch are proliferating around the nation. HZr'A should rcq^rc 
that the referring entity, including physician and hospital, divulge in 
/riting any financial ^Lercst or corporate relationship, no matter how 
small, in an agency to wnich it directs a patient. At the same time, in 
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caanunities with more than a sole hone health agency, every beneficiary 
referred for hate health services through a discharge planner or social 
worker should be provided with the name of least two agencies frcrn which 
they might receive care. Real and beneficial conpetition will flow iron 
the provision of a choice to patients. Finally, beneficiaries should be 
told of their absolute right to receive services from the agency of their 
choice . He have heard of patients who feel threatened with loss of health 
services when they request an agency not of the referring entity's choosing. 
On a cautionary note, we do not know how badly quality assurance systems are 
broken or even whether they are. We believe that we oust first assess this 
question, and then proceed to devise the most effective solutions to any problems 
identified. 

The recent report on hare health aide services by Richard Kuscerow, 
Inspector General of the Department of Health and Hasan Services, has raised 
a nunler of concerns. We caution that this report could distort discussion 
of the quality of services provided by both hone health aides and skilled 
personnel under Medicare. The ranter of beneficiaries the Inspector General 
included in his sasple is quite limited. He reviewed only sixteen home health 
agencies in six states and 66 patients, while nationwide there are approxi- 
mately 5800 Medicare certified hone health agencies serving over 1.5 million 
beneficiaries each year. But rather than get sidetracked over methodology 
and the siaa of the sasple, we urge that the Aging Comsittee look towards 
specific l ec a ame n dations addressing quality concerns, such as those we 
suggest above, and continue to urge HCFA to issue at last the training standards 
for home health aides mandated by Congress. 

We look forward to working together with the Senate Special Oormittce on 
Aging to ensure that our nation's elderly and disabled citizens have access to 
essential home health services of the highest quality possible. 



Respectfully subnitted, 




President 
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PILL OF RIGHTS 
FOR 

HOME HEALTH CARE PATIENTS 

DEVELOPED BY THE 

FLORIDA ASSOCIATION OF HOME HEALTH AGENCIES, INC. 

The patients and/or responsible parties have the right to expect . . . 

The highest qua!. ,y of care in their place of residence. 

A home health agency of their choke. Including full knowledge of all ser 
vices provided, alternatives available, or the option STrSKe ci?l. 

I5Ji Ihl . C I° Se ! I! fe <! tyle J 5 P 1r1tual and emotional being will be treated 
with the utmost dignity tnd respect by all agency representatives. 

^M^XlSiT^ COmPllES aPPl1 " ble St3te ^ f6deral 

BisrJri ?5 ^. 1n1t1ated in the p ^ sician,s offi «- ^ 

I^/Iu C a? "IV be P rov1ded b y experienced and qualified personnel 
under the direction of the patient's physician. persunnei 

1«d e pU^f e cIre ^ 1nc1ud1ng the P at1ent develop an Individual- 
"as"res? re9ard1n9 the1r d1sease » health n«ds, safety and emergency 

St2tutes! 1a1Uy ° f and aCCESS t0 med1Cdl records accord1n 9 to the Florida 
Rehabilitation to the maximum level of Independence. 

Ki?1S^!2Si7 ,p ~ ,MI,tl * w111 be promoted snd encoura9ed 

An explanation, upon request, of the charge for home health care. 

SFSuS wfl^SSr fam1ly 15 necessa ' 7 1n onler t0 sch1eve 

3Sif«?ilI,f f Kf'Jj i!V th IS a ] declar <>t1on for patients accepted for care In 

S?2£?£to SiSSM POlk1eS °V he home he * lth a 9 enc y does not Imply 
or constitute obligation for payment of services by the Insurance carrier. 

EL^'US A""™" Committee wrote and presented this Bill of Rights for 
Home Health patients to the membership for ratification 1n October 1979. 
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HOME HEALTH SERVICES ACT 



AND 



MINIMUM STANDARDS FOR 
HOME HEALTH AGENCIES 




'WSSSSSSSSST 

HEALTH PROGRAM OFFICE 
April, 1986 



NUHttHC HOMES AHO MCLATtQ HEALTH CA«J EACntTHS 



400 451 

400462 
400464 
400467 
400 471 
400 474 



HOWE HEALTH AGENCIES 
Shcrt bM purpoM 



Aganoas to ba bcansad 

Apphca&on tor fcctnaa 

D*tmi suspension ravocatcn of Ktnu 



400 477 Ex«~*flon of icansa ranawal ccnatonai b> 

CtnM V p«mt 
4u0 479 Oapoaibon of foot cotsctad 
400481 kifunc&on procaaongs aumoruad 
400 464 ftigw of nspac&on 
400467 E»tab**hmant ana rawtw of pun of vast 

40049i (Xairacora* 

400 494 Irvormahon conhOantiat 

*O0 497 nj$t otuPkaNng mnmyro standards 

400S01 ProhOtaaacis panarbas tor vdatw 

400504 AgtmcMloMQ^rtaiOnMMbrnatoCOnv 

pfy w»m rutta and stanaarp* 

400 505 Ucatsur a of adckbonal noma haanh agan- 

'400.441 Short ttH; purpow - 

(1) TM »ct sna* t» iwwn an? may t» ot*d u tr* 
"Homa HMrft SarvcM Act." 

(2) Tht purpoaa of trw act « lo pnxlt tor tr* »can- 
nn of a*a»y noma hajjtfi agancy wrach « canjfud or 
saafcs camrcauon u a Moacart noma haartn sar*ca 
provO*/ ana io prove* lor ma dtv*oorrwit ttUCWv 
mant ana anforcamant of base ilsnCirCs wNcft w* *> 
act tM uft ana soaquata cara of parsons ratar*ig 
Maocara hasfttt ■arvca* * ma* own nomas 

— m i > »>»iymar»itN»> n.o ■* o<n 

•400.463 OiftnXawa.— wr^on uaao n ttw pan un- 
law tna coniaxt omarwaa racjuro. tna larm 

(1) "Oapartmanr" masns tna Oapartmani of Maaan 
and Ran*d*tabvt Sanncai 

(2) *Homa haarm agancy nar tmaftar rtfarrao to u 
'Agancy * maant any puC*c agancy or pnvata organ:* 
bon Of a »uOOr**Oft of such an agancy or orgarmbon 
wnatnaroparatad for profit or not w*k*> p/ovoas noma 
Nnrtn aanncaa and when ia eartfiao or saa*s cartrtca- 
«x>aaaMadearancmanaaim*any«apraMdaf axcapt 
aaprctiad* a 400505 

(3) "Homa ntvwnar>flcaa hara^aftar rafarad to aa 
'laMCM "maana naafih and roaacat sarvicas and mao- 
cai supc*at rumahad to an mmduai by a noma ntann 
agancy or by omariunc^arfsngamants with ma agar*, 
cy on a v*tng ba*>s a piaca of rtsdanca vsao aa 
anMMOualsnoma Suci\sarv*aamay*>ciuOa but a/a 
fXA hnwad to tna «cao*«ng 



(a) Pan bma or ntarmtiani nursing cara 

(b) Physical oec«pat*>nal or apaacn tnarapy 

(c) Maoiea i sooai sannca* homamakaf samcas 
noma nantn »da tarocaa and nutnfconal guCanca 

(d) Maoeat tuppH> otnar than dnjgt and cwiop. 
c*a prtacrtdad by a pnyaoan and tna uaa of maxscai 

*mm^4*s m ma a»fi»«a>toii tun » it* 



•400 46« Agonctta ta aa Kanaad.— Any agtncy 
proving noma naann aanncaa aa oaftnao ti vn act 
ana4 ba fccanaoo by tna oapartmani to op«f aia « em 
*taw H^wtvar any agancy or organoaMnop«<atao by 
an agancy of tna fadarai govammant anal ba axampi 
from tna prowMns of tf»a act 

m m » iiiii >On— " ta iiil)«l><4< mimm 

'400.447 Ucanaa raquirad; faa; olapfay — 

(1) n « unlawful to oparata an agancy wttnout fni 
ootammg from tna dapanmant a fceansa autnonz^g 
men oparation 

(2) Tha annual bcansa laa faqixaa of an aganc/ 
inaa ba tt an amount daiamwvad by tna dapa/tmam to 
ba aumoant to covar tna dapanmtni a cotti n carrying 
out ita raaponaoattat undar tnn pan but noi to axcaao 
1500 Howavcr count** v rnunopaktiaa aprjrymg tor 
tcartaaa undar in* part ara axampt from tna paymani 
of kcantafaaa 

0) Tna bcanta mtf ba dtapuyad <n a conip<uoua 
piaca tna agancy and m*J ba va>d or#y n tna 
poatatbon of tna txfenduai firm partnartrkp aatooa 
ton or eofporaoon to wfwen <t 14 uauaa ano inaj noiba 
•ubjact to aaia at»<gnmant or otnar tranafar voiuniary 
or nvofuntary. nor anal a bcansa ba vs*o for any agancy 
otntr man mat for when ongrujfy issuad 

mumrf— AmnZAttmvf* m in C. *> O <«i . >• » 
»•« 

1 «*WV • t O m D<lt «4 « INXW 



'400.471 Appacation for icansa - 
(') Appfccaaon for bcansa sna» ba maoa 10 ma da 
partmant on forms fumrsnao by it and inaj ba accompa 
f**o by mt approonata Kar-sa la* 

12) Tr^appionisnaaf^awimtnaappfacabonMijs 
factory proof thai ma agancy « tt compAanca with m>s 
act tna any ruias and muwnum stanoards prorrxAgaitd 
hartunoar and proof of Ananc>ai aftfcry to oparsia ano 
conduct ma agancy n ac^ordanca wim ma raoui/*- 
mants of thr* act 

(3) Tna oapartmani shai not rtsua a icansa 10 a 
noma haaiin agancy wr«en farfs to racawa a cartrf>caia 
of naao unoat tna prowsons of aa 361 49i38t 497 
■Mwt-i »» m naxtr •> n^ttlm am m 10* o>li 
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♦400.474 Denial, uwmiort, revocation of leans*, 
p/eunc*.— 

(1) The 6*o*ftfwi may deny rtvOk« or Suspend 
• ectnse Of mpOM «n acm«Mtrstr*e bit <i ma mennw 
provided «i cnap-er 120 

(2) Any of ma totowmg ac&oru by an agency or >ts 
ernpioyee khU be grounds lor acuon by the department 
egenss an agency 

<a) vottuon of pfovwons 04 th* act or of any mm, 
rr»n standards or njres fxomutgated h#* tiftMf 

(6) An rtfenoonal or negagent act maieraty affect 
mg it* r**m or safety of a pa&eni 

^r* ** * rstt.i*. e»j»* m lo»»ifi 

■» B — a>m n imi.nj 



•400.477 U»<f^oll««^n»^eon*tKin«J 
•cense Of pcmrt — 

Ucensts ««um for tht operate* of an ace* 
ey unress sooner suspended or rtvokco snaJe*p*s i 
year from me date of tsuance S«ty days pror to trw 
aipratjon 0.14. an epc*cat«n lor renewal anal be sub- 
mriwd to me department on »onra furruhtd Dy nt o> 
pe/tment andacer^arvjBberenev^rfmesprjfcani 
has hr j t met maraquramants estabmaned una** oi ac: 
and al ami profrMgalao hereunoer The agency snu 
^tti ma appHMBon sabtfsctory proof mat meegtn. 
cy 4 rt comptanca w«h tha act and a* njts endHSrv 
mum atanoaroa r*orrugeted hereunder and sau'acto- 
fy proof of finance ab*ty to oparaia and ccnJuct ma 
agency « accordanca «,th ma r equrements of ma act 

(6) Any agency hawyg a icenae on October I 1963 
may not be uarttd a rantwai o» such hcanaa on ma ba- 
M of not bang cartfad as a Mtaeart noma neatm tar 
y«aprowJar 

(2) Agencxn agansi whom a revocation or K.ioa«v 
t-on procatOng <3 paring at the oma of fccense rent* 
a. may pa issued a conditional bcense affecova unu fnai 
*spc*tx*bymedeparwantoiSuchrx^ s-o- 
o^ra*«fr>i<^frommafin«ottpo».ton rnecoun 
"•^"Q VWSe&on nay issue a conoitjonjf parmt for 0* 
duration of ma urjoal proceadrig 

S'm^paJT 0 ^ ^ 0Wm-n! to ■«• •*«IS«K 

•400.411 mfunc«an proca^Jinga autJHMliai-Tha 
*t>anmant may AiDtutt *Yr<\xxi procaaongt * a 
COurt of compaiant funaacbon wt*n vKUbon of -it pr o- 
«<na of rnta act or of any mrwnum standards or ruta 
prorrMgaiad haraundar conatrtutaa an af-taretncy af 

^ . ,t r,' Ha n t * " "* «»«•« 

»T5- TrrTt rTTTi J^.!! ' n ••»*•• mimm 

JA00.444 Mgnt t( iMpacHon.— Any oufy authoniad 
olftcar or arnptoytt of ma dtpartm^t^l^.S 
ngfst to rnafca sgcn naptctona and ivaibgatona as art 
r*c*UW <i ordar to datarrrnt ma itaia of cornotanca 
w«m tha prov««ni of on act and o* KAn or atinaarai 
« tore* pursuant mtratO Tha nght of mpacuon tnaa 
*2Z~ZZHL? y ST** wr *<* ** ctptnmant haa 
ratson io battvt a b*ng optr atad aa an aotney Mtn 
out a hcanaa but no audi mpacbon of any agancy shai 
bt mada wrfhoct ma f»mn*cn of mt owntr or ortcn 
« cftargt maraof unitu a warrant t firat obia^ad :rom 
ac^tco^aumonwgjarna Any aopbetbon lor an 
agancy hcanaa or r ana^af m»r aof mada pursuant tons 
act SAtf icorttMuta parmsa«n for any wpactwn of ma 
acjtncjr^wi<ftiftaicanaa*sougnt n «or to faok- 
Uta vanfcabcn of tr» «format«n submitiad on or n 
COnnacfjon win na UX*4ien 



J4C0.4I7 t ata Wa hw ant and ftwtw af pant of trait- 

0 1 A o<»* Of traatmant % r># m MtaCMfM fy isi* 
patiant rtCYrvmg cara or traaimant providad fiy i <■ 
cantao run or by a pnyua- ociupawnaJ or toaecfi 
maraoit by ma pnysoan wno « ratcon**ka for tna 
cara of ma patiant Tha ongmal p<ao of ma unant anaJ 
ba *>gr*0 0y ma pnytoan and rav«wad by ma pnya. 
c«an « conauftation w.tn agancy prions* ^yofvad >n 
pnavong sarvicaa to ma paotnt at ivcfi *i*r\vt at tna 
•av^ry of ma pauant i tnata raqura* put « toy n 
atanct, ai kmt avary 2 montna 

(2) Caen pn«nt Ml ba provdad upon raquaii 
and pnor nowxatjon of mapfty*oan tnoonMM for tht 
cara of tha patiant a copy of tha pujn of t/aat-nant at 
ur>tAtd and rr«ntaAM «cy mat patiant by ma homa 
haawi ag«ncy 

J!!^L 1 iS gg ? J? « »^ Pyg'V*" •»««•»»* 



'400.411 On«tfft<or«a.— T>*nomar*aitn agency 
ma« mamtan lor t *cn pa^ani a cv<ai recorc wh<h n 
c*xai tha aatvcaa ma agancy provoti cwacoy and 
mote provided mrougn arrangtrr*nt wrth another agen 
cy Sucn racoros shaa coniam parwa-t pan ana 
rentmechcaf rvtmg socal and cthar tharape^bc mfor 
maaon. ma plan of treatment, and other such rtorma 
ben as m ntcassary tor me taft and adtcjuait care of 
mtpattnt Wrtanf^c^haarwaerv^aaa/etermnaied 
me record aha show me date and reason for temw 
ton 

l^mrf.-* 41 « ?Vea_» I » H-M4. w JIM. i* OKI 

r*ii "'i«»n4»a Kia«to<ti«M t -ii ir 

•4004ft J^MMOtn eanfldawaat— ^forrnatcn re 
carved by parsons employed by or provong servces 
to a home hearth agency or received by me bct-is>ng 
a ynfy th /ougn 'tponi or «specton $n*i be deemed 
prrvtteged and confidential nfOrmaton and snal not be 
drsciostd to any parson other then me partem witnout 
thewrttten consent of that pebent or ht» guartMn 
+ •« »m • i«h;i< m n c « b<ii 

iraiT ri j* c ****** *** "»»■*»» 

'400.417 Kufea e«U>IahMg ewwnum standard*. - 
Puw * nI to f* «tent of me Ltg**^ w provoa we 
and adequate home hearth itrvces me department 
snal rxomugale put»sn and enforce rmes io r 
ment me provisiorts of thrs act w»mn 90 days of i 
fecove data of thrs act wAch snal rctude reasonable 
•"d far rr-wnum atandards <i retaaon to 

<i) Scope cl stfVKts to be prowled 

(2) Tht quatficabona and rovnum tra^vvj raqu^a- 
menii of al agency peoom* 

Procadurea for admmlanng drugs vc bctog* 

(4j The otsrae*fy and practicaity of •cctp&ng pa 
hen-a for scmcti 

(5) irtsunng that tht services provwsed by a noma 
*aawi agency art n accordance m m me plan of rreai 
ment es4aOkahad for tacn pa&ant 
J?^r* * m H'tixtKioit a>i«i 

w^«w - iPri iV i i J*" * ' ° * 0l *' M urn n 

'400.101 freNMad acta: panamea tor nouoon- 

(1) * » urtawtul tor any person or putx Doay » o< 
far c. advartiee to ma pubac. ai any way by any meoum 
whatever home htafth sennets as defined r» m act 
wimcutobtarwg a vaad currant acense « m urtawfyi for 
anyhotdtrof a acanaa«iued pursues ome^rovworts 
of thrs act to advertise or hotd out ts tna pubtc mat n 
holds a tctnae tor an agancy other man tna. tor when 
it actuaty hotde a acansa 

(2) Any parson found gutty of vx>it«g subtacoon 
(') snal be guty of t rrudtmaanor of tna second de- 
gree Punrahabie at provded n a 775083 Eachdtyof 
conunung vtotation anal be consdtred a «C«faje of 
ttnst 

*wj.i sa » r»m itanin«in» or* 



AgsncVee to at f>tn reasonabt* fjme to 
comcry arMt rules and standards. -Any agency as de- 
ftr*drttrMKt«f*cft«rtoptr*Mnasof Jury 1, 197$ 
or at me hme of promulgauon & any apcacabw rutai or 
standards adopted pursuant to an act may be grven a 
rea s o n abl e tine not to txcten i year from me date of 
puUcaMn. wimn wrach lo coop** wrm such ruts and 
standards and oS^i a tetnaa Any home haarm sgen 
cy opera ang and proving services « tht a'^ta and nav 
ng a provvdtr number «sued by me U S Oepatmmt 
of Haarm, Education and warfare on or before Aprs 30 
'976 ehat not be darted a fcctnse on tht basa of not 
nevng racarred a ctrvfeate of need 

n«n^i«« raan a»nNi<iD« 

asm 

llCVOHMMM 

•40050$ Ucanr>aofao^rtton*Jhomer^rths^»n- 
dtsv— 

(1) Tht p'ypoat of thrs stcbon >s to provoe lor the 
kcensurt n! every home hearth agency not heratofore 
subnet t j regutttjon as a Medicare noma heaim aganr 
andtrprov^formeo^veiopment estabashmem and 
anf>ctmtni of baac standards wracn «4 ensure the 
«*fe and adequate care of per sons recervng heanh care 
servces r» shar own homes from these agenoes 

(2) Any home htafth agency not htreto-'are subiect 
to acansure unott thrs part ahai be tffectrve Jufy i 
19SS sutetctloaf rec>aiiory and other reoAPremtnts of 
u 400461-400304 except tor me requvemeni of ot> 
ia>fwic a carafrcate of need as prowled vrter chapter 
381 Aganots tcansad sdety under thrs provision shal 

■ ba eegfcM lor Maocara canycatjon 

(3) Any home hearth agency whjcnisnoperstones 
of Jufy t t96S shea be grven a reasonable wne by me 
de^ervnent not » exceed t yea/ from Jufy t 1965 witn 
<i wfacn to comply with Ctparirnani rules ano oota<n s 
acanst 
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RULES Of THE 
STATE Or FLORIDA 
DEPARTMENT Of HEALTH AMD REH Aflt LIT AT 1 V E SERVICES 
HEALTH i OG RAH OrriCE 
CHAPTER 100-68, FLORIDA ADMINISTRATIVE CODE 
MINIMUM fTAHOAROS FOR HOME HEALTH AGENCIES 
100-63.001 Purpose. 
100-68.002 Dsfinittions. 
100-68. 00j Llcsnss Reqjirfld. 
100-68.004 Liceneure Procedure. 
100-68.05 Prohibits* Acts. (Rspsslsd) 
100-68.06 Right of Inspection. (Rspsslsd) 
100-68.07 Existing Rons Rjalth Agsn as. (Rspsslsd) 
'00-63.008 Scops of Sscvicss. 
100-68.009 Psrsonnsl Pollciss. 
100-68.010 AdeUnistrstion . 
10D-68,011 Nursing Dlcsctoc 
100-68.012 Registered Kuril 
100-68.013 Liceneeo Prscricsl Nucss. 
100-68.014 Ho»s Health Aids. 

100-68. 015 Physicsl Therapist snd Physicsl Thsr pise 



100-6:. 016 Speech Pathologist. 

100-68.017 Occupational Tharspist snd Occupstionsl Thsrspy 



100-68.018 Soclsl xorkir. 

100-68.019 Koasasksr. 

100-68.020 Accsptsncs of Patients. 

100-68.021 Patient Cscs Plsn. 

100-68.022 Cllsnt Service. 

100-68.23 utilization Rsvisw. (Rspsslsd ) 

10D-68.024 Administration of Drugs sod Biological! 

10D-68.02S Coapanion Sittsr. 

100-68.026 Penalties. 



As s i stent 



Assistant, 
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RULES Of THE 

state or rLORIDA 

DEPARTMENT Or HEALTH *HD REHABILITATIVE SEkVX.ES 
HEALTH PROGRAM OmCE 
CHAPTER 100-68,, PLORT DA ADMINISTRATIVE COOE 
HlMlMUM STANDARDS FOR HOHE HEALTH AGENCIES 
AMENDING SECTIONS 100-63.002 THROUGH 100-68.022 



10D-6C.002 Definitions. Tha following taras in tha 

context of this law »h»ll aaam 

(1) Approvad school - a school of nursing or a school for 
tha aducation of practical nursas approvad by tha riorida Stata 
Beard of Nursings a school of physicsl tharapy approvad by tha 
Amancsn Physical Tharapy Association! at aha taanat* an Hadacat 
Bdaeaaaan a< aha Aaaatran Hadtaaa Aaaaaaaatan-j av tha 8a«n«' * an 
Madasa* idaaaaaan • # tha Aaaataan Hadaaa* Aasaaaataan tn 
taaaabaaaaian wash aha Attrtttn Phyataal fhaaaay AaaaatattanT a 
graduata school of social work accraditad by tha Council on 
Social work Education! a achool offaring an occupational tharapy 
curriculun accraditad Jointly by tha Council on Hadlcal Educaelon 
of tha Aaarican Hadlcal Association and tha Aaarican Occupational 
Tharapy Association. 

(2) Branch offica - a location or sita froa which a hosa 
haalth agancy providas sarvicas within tha county of tha parane 
agancy which sharas adamist ration and mptmiion and othar 
sarvicas. Tha branch offica is includad in tha parane agancy 
licanaa . 
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43) eitntssi rssss* - •« attsrats ehretiesegtfes *«f^nt • * 
sss etevtded a Mttini weii ee Mlttt eeresnene 



eeeney tuff ttevsdtng ee* 

(3) Coapanlon or Sitter - a p»rson who provide* designattd 
support services in ths hoas undsr agsncy supsrvlsion. 

(4) Dspartasnt - ths Department of Health and 
Rehabilitative Services. 

(5) floas Hsalth Aid* - a naii-ps sisssssnsi person who 
provides psrsonal hsalth cars ssrvicss for a patiant M***" in 
the hoae, andir the supsrvision of a llcanssd hsalth ea:< 
professional who is an saployee of or contractor with the agency. 

(6) Hoae Health Agsncy - hereinafter referred to as 
•agency", aeant any psrson not licensed by the Oeoartaant or ths 
Oeoartaent of Professional *,sgulatlon . public agsncy or privets 
organization, or a subdivision of such a agsncy or organization, 
whether opsratsd for profit or not , which providss hoas hsalth 
services as dsfi.nsd in Ssctlons 400 462(3) an d 400.3 03, f.S. 
i-cludinc snv agsncy to which fses ars oald for the cinder ing of 
hoas hsalth serrrlcss including agencies *nown as riciitriiij 
agents and brolcars provided such fees are not one *.'.n, 
Intermittent or lrrsgular olaceaen fees which amount to 30 
percent or lsss of the costs of ssr'/icss actually provided on t w e 
first day of alactaant. 

(7) Hoas Health Services - hereinafter referred to is 
•services,' ssans hsslth and asdical services and aedical 
suppliss furnishsd to an individual by a hoas hsalth agsncy or by 
othsrs undsr arrangsasnts with ths agency, on a visiting basis, 
i^n a placs of rssidsncs ussd as an individual's hoas. Such 
services shall lnciuds ons or aors of 'eat ars net isaseed ** the 

f ol.' vwing i 

(a) Part-tiae or interaittent nursing carei 

(b) Physical, occupational, or speech thsraoys 

(c> risdlcal social ssrvicssi hoaenaker ssrvicss, hoas 
hsalth aids ssrvicss, and nutritional guidancs: and 

(d) Ksdlcai auppiiss, othsr than drugs and biologlcals 
prsscribsd by s physician, and ths uss of ssdical appliancss. 
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12-1 knv st "'' f h«al=H rvl ifd t,rv.:.i necessary to ^a.-tin 
the ottun: « -. ;v, ho-ae 

(9) Hoei.aik.c - t aen-erefeeeteae* person ,ho .revtees So*. 
MW,MMnt M ' v "'» Ltl 5 o iarn lojMnoij 

chores und tr toticy lupirTinon 

t.ic«n»»d practical 1U rn - a o.rson who is currsntlv 
licened to pract ice nunnq andtr the direction of a ohvs.c-.ar 
or :»^i:ind i.rn 3u rr:m: to Chapter 464 of the rlanda 
Statutes . 

(13) 494 Medical social WorJcer - a »«-•«•••**„.; a . r , on tfh0 
has a decree in ioc:il wpr* and vho counsils p«tients and 
fmli,J ,0 ch * c *d5u« to social and motional factors 

related to the pitimt'i health probletaa . 

(11) 494 Occupational Th.ripnt - a pt.^nt.Mi o.rion who 
i» licenaed to practice occu p ational th,nov pursuant to Syrian 
463, Part V, y s. .w.i, nd »„«s„**„ is whw9 . 

•••• veeh ••eke ef *••«•*••••• • « 4«, ir l„, M ^ a? . 

•hzsetened •« iintrH by ••*•*••.••••* i.faeete- th . 

•reeeee T ehyas.ai » n? *ry e, t*ineaa 7 «r ».»ehe*«, s <.ai a ,d 3 „ e * ai 
<* aao*i*«y- 

(12) 4i*4 Occupational Therapy Assistant - a p.rson Licensed 
to assist in th. practice of occupational theraoy pursuant to 
provisions In Chiottr 463, Part V, T 5 

( 13 ) Part^tip - or interm ittent nursing C1M - ar , v nural , q 
cart provided o ft a ijtitation bas i s for a Period of l., s y 
hours . 

'14) 4ii4 Patient car. Plan - a coordinated and coabm.d 
cars plan pripared by the nurse case aariaq.r and in 
collaboration with .ach discipline providing service for rh. 
patient and faaily. 

(15) Hi* Physical Th.raoist - a eeeCeeetenaa o. rs0 n „ 
licensed to oractic. ^hvsical ^.nnv ^ M um: to ChaPtar *8< . 
T.S. treees ,«y «,aeb,i,ey- t «:«fy : isaeese „ .thee *< 
aeelefc by the „ae ehya.eei- ahe.taai „h.r tr«mtt«i ,f 

e.r • •*«> heee T .l.a.r.eety, «es.ee. T radsent enarey- 

eeeeeeeend- waear a* eqeapaane** 
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(14) ti->) »hyeic«l Therapist Aesietaot - • person who i» 
licensed to practice cppaeec phytic*! therepy procedures ac 
defined in Chaottr <86, r.S. ohc phyceece thetepy pteeaeee 
under the direction of a licenced Physical therapist. 

(17) (*4) fbyeician - a doctor of ■•dicino , oeteopatty, 
dentietry or podiatry legelly authorized to practice ecdicmc, 
eurgery, dentistry or podiatry in the stats pursuant to Chapter 
458, 459, or 466, or 461 f.5. 

(18) (e*> flan of Trcataent - written inetructione clgncd by 
th« aeeeftdcng pbyeicia© for the provieion of heeeeh cere car« or 
trcctaont by a llceneed nurao. or by a lican aad Physical 
occaoetlontl o 'pooch therapist to a patient ia tba ho»e . 

(19) Quality JUourance * a oyotosi of reviewing and 
evaluating tha aporooriatanaaa and af * ectlvo noao of patiant 
aervlcea and correction of daf islanclaa . 



•«0M«n«t«i epee»ee«eed fcneweedge-i Jt«1«i« « «e»**«g e**ee 
ecocd epan aha paanctpece e** peyeheiegeeei-i »iti«it«flii phyeieei 
and ecete* ecceneee an eee eppateeeten •* aha a«s>seng p»«eees«r 

**9* ffftttttti tfawee • a e«»»e«eey eieeneed gacdwcec a# an 
appvevad eefcoee at* •ft«9t«ti naaeaftg? pe»t*e»»»ng seceeecd aa»i«j 

mm a* aha ***? en?a*ed as ent*e»en aha setftcenanee es* hcefceh an 
Mtvanitin at* iiinaaa at* eehe»»-y endow aha d**eee*en es* a 
*«g*eeered n«rs«T 

(2,0) spaach fathologiat - a parson licanaad to practice 
apaach pathology or iv Hoiogy pui:*uant to tha provisions of 
Section 468, fart ZZ, T.S. 

( 21 ) Subdivision * a coaponant of a eulti-function 

agancy which indapandantly sects tha ainiaua standards for 
licanaura . 

*4h* *eeed efface - ante wtehm aha eewney •* aha parent 
ee»weeeev Yha parana agency wewed he ancicded an aha s^-ngaa 



• a regeeeered ncraa vha aa 



peceeeweag aay eea »a^«»»«ng 
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*H4 9«»«ntt - « Se«t-ev«ene«ees egvne* wfct.tt a 
tn • eean.y 4tff.«« nv fr.e the parent a«.„. 7 

(**> fe»*nettefi t.»».r 7 - th. tfnttM ».»•*• .# 
r.W.e.e «••*! aeht.v.d and S*.*..,t*.fi the tt«« • ♦ 

dteehetga free itrvtnt 

(22) (34) e.gist.r.d Nurse - a ptrion who la currently 
llc.ns.d to practice professional nursing pursuant co Chapter 464 
of th. riorida Statue**. 

(23) (M) Or.d.r arrang.aents - the provision of services 
through a writt.n agreeaent with oth.r prqvid.rs of ..rvic.s. 

it*}, . . >y M .f r.eerd, 

ee a»ert»r*... n .se ana e*«.t,„. 9 , .« 

r.nd.rtd they r.i e „. , iafl t*eae»am .„« th . 

So.cific Authority 40C.497, 400 . 505 ? .5 . 
Law taoiea.nted 400.462, 400.497, p.s. 

Rl5t ° ry Hm " <-l9-76. P;i7iouilv n U ab.r»d 130-43 Q2 . 

Aa. nd.d 

iOD-*8.003 Lic.p.s. a.cuir.d. 3afora an-/ ntitv ••rae* 

shiil .ith.r dir.ctiy or mdir.ctiy op. rate a ho a. h.alth s«-.cy 
under Chaot.r 400, Part IZZ f f , r.s., it h. shall aa*. 
• polic.tiofl for and r.c.ir. . Uc.ns. froa th. O.parta.nt. -r. i:i 
shall b. bas.d uoon coaolianc. with .11 applicable lawj # cul „ § 
regulations and codas as evidenced by a s.gn.d application a-.d 
upon th. result of a survey conduct.d by D.parta.nt 
r.pr.s.ntativs. a liens, shall not be requir.d for any 
facility lo.cif.cally .x.apted in Chapt.r 400, Part f 5 . r .S. 

<1> Th. lic.na. shall b. dls> layod In a conspicuous place 
mid. t-. ag.ncy and shall b. valid only In th. hands of the 
applicant. Sal. of a licensed egancy, assigna.nt, l.as. or oth.r 
tr.n.f.r, voluntary or involuntary, shall require ralic.nsur. bv 
the n.w own.r prior to :ing ov.r th. oo.ration. 

(2) in th. .».nt of chang. of ownership of th. ag.ncy. th. 

••»•» shall lubnit at Last 10 d»vs prior to cha 
effective date of the =han«. an aooUc a tion for a n.w license 
If the ac.ncv being leased, a c o py of eh . ,. as . tor><t ^ qP 

-6- 



er|c r! I5tj 



152 



shall ba !ilad tH aoolisation *s«.aaat •# aha *aaa**»a*t 

*a«a**aJ tnaaasstans »• shala saamsat fr ••••€ »• 

(J) Tha Oapartaanc will provida consultative services, as 
feasible, eeeeseie to aqenciea to assist in attaining and 
maintaining compliance with licenaure atandarda. 

♦44 When an egeney »• !••••«' »T •*»• *• * 

•a*ey fat eee*etee«i sese se*e«e pe*«y •••** 
eieeneang ageney fat a new kteenaet A eeey *f *••»• 
egveeaent at eenef,/* s«e*e«en« ehewang •«»•* ** »• 

heie teeeensseae fa* t*e at •ensaaeien ana eeese'sen af tna egeney 
thai* »e faiee* w**h the aeelteeSseii fay a«aa«a«*a-» 
Specific Authority: 400.497, 400 ■ 505 f.S. 
Law laplaaaated: 400.467 and 400.477, f.$. 

RifCoryt Haw 4-19-76. »re*louslv nuabsred 130-53.03. 

Xaended 

10D-63.004 Licanaura Procedure. Licenaea, isauad by tha 

Oepartaenc to oparata Base Health Xgenciea, will &• faaad upon 
tha raaalta of a aurvay conductad by Departaent r apr esentacives 
to detsrame compliance with tha requirements of Chapter 400, 
Part XXX, H P.S. and with thaaa Mlat. X licanaa shall not be 
granted to anyone undar 18 yeara of age, or ona who uses illegal 
drugs or la isoalrad bv excesalve uaa af alcohol or aedic-.nal 
drags a evmg a* eieehei e44*e«, or to anyona who cannot furnish 
satisfactory eharaetar rtfarancaa and avidanca of financial 
raapona ibi 1 ity . 

il) Initial licanaura - »•* oosr atlon or change of licensed 
operator. Xoolicants far an Initial license £a ooarata a hoae 
haalth igtney shall subait. In duplicat e, an application on BBS 
fpra 63S as Xoollcatlon for licanaur a. Bprie *«at»h xoaicv, 
which is incoraoratad bv rafaranca, o rawidad bv cha Qepertaenc, 
which shall includej 

(a) Xll of tha inforaetion raoulrad bv Sac-ion 
400.471. r.s. 

fb) Warns ot aoancv. add^ass and telephone nuaber._ 
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iSl nt» of J*'*: 9- Uc+naat. <djr«n, and talio-o^i 

n uabar 

L*J tletmura SSQQ . 00 . 

<• 1 Ctrti'icatt of ind for ioi-.;:n w^i^ 
cartif ication j n Midici.-i orooraa only 

< » > Qwntrshlo control and tvot 

iSl orovldtd dirtetlv ar .d armcanant. 

< h * Gtoartoh:; irn nrvtd. 

Hi Th « ma t of tht igtnev'i adamiitraeor and tha 
nana and Ue#n n nuabtr of eurrantly «it P Ioy,d la ofttem »taff bv 
cataqorv. Including Uetnttd o hvilciam. rtclsr.r.d nuriaa^ 
Ucanitd practi cal nurni, ot*ar llctnaad «»olova and t*a 
. " uab « r of »idti. hoatailctri, coaoanlona or iietari a.id othar 
ptriofiml «n lontd to ho»a haalth urtleu worfc. 

ill Such add itional liforaation rtnontblv ttlaead to 
tha abova which tha Oaoart aane dtetralm j« 1tetlli;v . n ordt . 
to act joon tha application. 

1X1 * llcanaa, unl««» loontr suaoandad or rtvo<td, shall 
autoaaticallv .xoirs on. v.ir f ro* tha datt of l„ U ine. and ihall 
ba rtntwtblt annually . 

il ) RaTwal of llcar.ia. applicants ranawal of a 

l--c«n»« to ootntt an nancy , hall suSatt in aoolicati.0* on g» s 
Pors 63S 55 losl lcation iov Lietmurt, g at9 . g« a lth ^-.ev. 
which la lncoroorat ad bv r.fir.nc. ororldad bv tha o.oartaent. 
which shall includa : 

111 Xll of ir.foraation raauirad bv paragraph [I) 

abova . 

4*4 Tha • ••ii<jot*an f« r ticinsi lhaii »• s «»a*«taa* to 
an «. r „ »r*»ar*»ai ay aha >«»«Ma«fiti Tha 
ton ,h.ii a ,.„.«■ , y a t ,. t „. f „ „ , h . eJ( #r 

h« n dr.- 4«*««,««4, .„« .« „ h ,. h „ Mt „„ M ., * 

•»»■ ■ ■•••Ha haalth •••n.tlr aaa.sttna t, 

• h. „••«- f.r a h.aa haaith aa. n «y 7 shaii at <,a...» n .rf , y th . 
,, ' ,MMM •• *«»«M a 0«, n a*as #r 

Mi**t.aitl t .i •••*.?*«• far «„rf.r 4«a 7 a tr- 

r,ST 7 «ra ana..* t wm ,.y..„t • < 

-8- 



ERLC 



154 



n aaanay »K«ii • • t«aat«ta4 vMnavi* «fc« •••nay** ««b«itts 



444 Ap«it«««t«n» far r«it««ni«r« thaii aa »«»a**ta4 
amtaaftfty a* kaaa* 4444 4ay« artar «a *ha 
•pp««rtn« an «ha aarrantiy aa*4 itaanta* 

444 f*a #•* i*««f»»« thai* aa «n4ar 

aa«h «n4 aan«a*n tha #a*ia»*ii«T 

4*4 f K« naaa af tha aaaaay-r B«titnf a44vastf t«9 
}«««t*«n an4 4aaar*aa*Ta 4a*a-» 

4a4 f«n«rsK*p - fha naaa an4 a44raas af tha avfiars a4 
«h« aaanay-r *« • p*«pr*«t«r»h*pT a«4 tf a Mif«rMtm a* ««»7 
«h> aa»a «n4 «44r«ss •# th« »*aa*4ana-r a*aa*4ai»t-» s««»«*«»y 

•n4 «r«a*«r«T7 an4 4»raa«ara af tha «tm what ha* araf9« av n ««- 
a«af*« *ha** aa •Ii«vrt 

4«4 fha naaa «n4 a44rasa af aha laaftaaaiii-t 
444 *ha naaa af aha •^•fi«y A » a4a*n**9ratar «n4 *h« 
n«a« «nd itaanae naaaar •# aarranaay «m«i»y«4 t*««ns«4 Maff? 
*-r«-r7 i*aanaa4 ahyaaatana-j Ta«*9«ara4 n«fMl T i*aansa4 «««*tt)i 
naraaat atha* it«ans«4 aaaiayaa* «fi4 )ha n«ik«r af •*4#»t 



varh-v 

4a4 h *««««a«n«-r laaaaha* v**h j«ah athav a44*tx«ia* 
a«*4anaa aay aa iaaa*f*aaiiy *««;«**a4 ay tha acaartaant*; «he« 
«ha avnarahia t«tf*a*an« ***** «a «aar««« tha «««ft«y *■» 

aaaar4an«a with 4haata* 4«4-» Part M-r P-»3-» • ai* *«*•* 
aantatna4 X«r«int 

(b) All at tha information r<eu:r<d bv oirioria^t (H 
(a), (b), (cl, (d). <<1, (g) . and (11 ibov^ . 

(4) 444 A condition*! licansa aay ba issuad to appi.eanes 
•gainst whoa daniai, r«voca;ion or tuip«nnon ic::oa is panding 
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ch# °* licansa ranaval, afftctira until final d^oosition 

of tuch procaadiaga by tha Dapartaane. 
Spacific Authority 400.497, 4QQ 503 r.S. 
L*w laplasantad 40C.471, 400.477, r.S. 

Hl,Cor "/ 4-19-76. rrsvlcuslv iuabirid lOp-63 04 . 

Aaandsd 

10D-63.05 Prohibited Acts. 

Specific Authority 400.497 r.S. 
Law Iaplaaantad 400.497 r.S. 

Hl,tory 4-19-76, R t3t> l,d 

lOD-68.06 Right of Inspaction. 

Spacific Authority 400.497 r.S. 
Law Iaolamantad 400.484 r.S. 

Haw 4-19-76. mp.alad 

100-63.07 Existing H oaa Haalth Agancias . 

Specific Authority 400.497 r.S. 

Law Iaplaaantad 400.461(2) r.S. 

* l * coc y «•» 4-19-76,, aaoaalad 

100-63.208 Scop* of Sarvlcas. 

(1) tn all fcaaith aara mim, tha agancy shall directly 
Pr ° Vld * C *** Mn,Bt,>nC bv S f m»tlMd n.n. to-dat.r-ais,. f». t| 
AODrooriatanass. and adaouacv of raauaatad aacvicas Ineiud&ag at 
«.alnlaua an initial hoaa „l,lt for a. .assent Q f tht 0 »tiant'a 
naads and da^alooeant of tha ,^i ,, nt cara plan as ditcg^ in 
Sactlon 68.119 within 48 hours of ttJt - t og 

t . r „,„ 7 4% 1 | wht . h th ,ii #r . vt<l , < 

4*raaa*y, Th , 4 „ My i, a«,*.a.t* 7 wliat 

w,ii »• «*raa«iy what *.r»,«at a. 

aravta*a<4 tna*ar arrangaaanta . 
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( 2 J T v e igncv -aav arav.ii ot»ier v ome v ta 1 1 h nrv.iti n 
statsd In 002CM . 

( J ) The iqtncv'i ob^ictlvn shall ttiti explicitly what 
n; vt c» will be provided nd desi^iatt *het v .er tnese sarvicts 
iC i provided dirsczly by ictncv molovm or undir trrinctatnta 

(«> 4*4 Any chenge of services shall be reported to tiie 
Dipirtatnt within 30 days. 

(2) Itth »jtnty shtii tn ennse* severe ee tht 

»e»e««»en« vssnsn 9« eeye •#••• *»e eseee ef the ejeneyie **see* 
yeer vhssh in«i««ts tht #tiitwtn 9 inflflMttfiT 

(a) ?t%ti nvikir ee* tditntoni and ijuhar^n e# 
ptritns ritttvtn^ larftsti itttttiv-r 

(•) ¥»f .i nukir ef piotni ruttvtn? iirvt«t9 
As'rtMiy fcea ttth tndsvtese* dssttsfc*nt 7 tneitdsnj Han* htti«»» 



(•) Ttttsi Miltf tf vteses srtvtdt* «*>eet*y by eeen 
*n«sv*««e* 4ssttsi*nt7 *nti«4»n9 h«»* hsti*h ttdtt An* 



(«) Ittoi nufttr •« UMtiatmt end essehesjes of 
persens feeesvtftj eesvtees enter irrtn^Mtnta . 

(•) Tttti n«R;«f tf persen* r«««tv*if «fvt«*9 *nder 
erren^eaents frts ttth tnt.tvtd«ei dtsespitne? *n«*«d*ng H©«« 
health etdee ene* h»»e»ehers. 

4f ) ?ttti nutee* of pre**ded «n<Ur trrtn^taonta 

by ••ch tndtvt««ti 4t3«t»*t«it7 tneindtnj hue htoith etdes and 

(^S) 4^4 Servlci* provided undtr »rr»ngt = tnti shall bt 
through a written iqr«*n«nt whicn includes but t_t not United *.o 
the following: 

(a) Services to b' provided. 

(b) Provision fot adherence to all applicable ageicy 
pollclss and psrsonnsl r squir sstnt j . 

(c) Designation of full rssoonsibillcy for agency 
control over contracted services. 

(d> Procedures for subwitting clinical and progress 

notes • 
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(•) Chtrga* for tha contractad aarvicas. 

<f> Svidanca of liability and insurance courage. 

(9) Period of tiae In affect. 

(h) Data and signatures by appropriate authorities. 
Specific Authority 400,497, 400,505 f.S. 
Law Xapleoented 400. 497 F.S. 

History tUv 4-19-76 Prtviamlv ■.rabtrtd 13D-63 08 

Aaended 

100-68.009 Pinonntl Policies, ftda»ft*s«ree*an . The agency 
• hall have wneeen perseftftei eda*n*a«ye«* ve policies ind 
practices co insure Che proviaion of safe and adequate rara of 
Cha patiant and thai* show evadenee e* taeeaiaty maarenee. 

(1) Paraonnal policial available to all full and part-ti=e 
taployiti shall includa but not ba liaited to cha following- 

(a) Waaa eeeiea? Hours of worJc , vacation and ner 

laava . 

(b) Requireaent fot a pra-eaployaene statement fraa « 
phvai cian that tha eaplovee show no abidance of a contunicabla 
condition whic h would Mooirdln da health of anv person under 
car* at tha facility. Tiose faslovees not '<nown ts ba tjberc-.:li- 
raactors shall aravida docuaentation that thav 'layt had a 
tuberculin sfcin tast within tha aast 6 -Bonths. Qsaitiva reactars 
to a tuberculi n sicm tut thall arovtde docuaentation 3 f adecuatt 
prsvantive the rasv or da results of a cha * r x-ray ta'<cn -nthi- 
tha oast 6 aonthi. phyaiee* mmiAtt«n and a eeraeda* pnys**ai 
axaaa^aaian at aaaaa every 2 yaers. phyaaeai tx«ttn«tt»n aid a 
paraodaa phyeaeei aewaneaaen •« ieaaa every 2 yaers. 

<c> Plan for oriantation of ail haalth paraonnal ta 
tha policias and objectives of tht agency. 

<d) Job dascriptions for all eaployees. 

(•J Annt-a * ?mrt«r-%a«« tvainnioft f « r a, J aapieyeea- 

<e) +f4 Compliance with raquiraaants of Title v: of 
tha Civil Rights Act of 1964. 

<f) 4*4 Parsonnal folders for all eraployees which 

shall includt naaa and address of enployee , social security 

nunbar, daCa of birth, naaa and addrass of next of Km or 
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guardian, 4i*irtM*<n, evidence of qui 1 : f ic a c 10 n t , ssittetenv 

k*a»*lt«y intvrini*, licensure end^or registration if apolicable, 
contracts if applictble, and dates of eraployaent and itp>:ic;on 
fron the agency and reeeen fa* itftfiltin. 
Specific Authority 400.497, 400 .505 f.S. 
Law lapl erne n ted 400 . **7 f.S. 

Ristory lew 4-19*76 Previously nunbtrtd 09 

Aaended 

100-68. £10 V «.istrttion ■ Perseanei. 
The adaiiistrator of the agency Personnel eepleyed shall have the 
following qualification* and rsi pons I bl 1 1 1 las t 

( 1 ) IS a llcinaid phyiicuni or rtalittrid nurn- or has 
training and ixotrlinci in health strvict idatniitrttiai and at 
least 1 year of supervisory or adainistrative txotr:inc» in home 
health care or rtlttid health oroqraas . 

+14 tha e*eew«tve etreeter shall >• « #*li-t*»e eneleyee 
v*eh a* leee* thr«« +-34 yeere mptrttn*! vtth a health eeeney sn 
an tiM««tv* er sveervtsery eeeeetey and heve the follow**^ 
rosaenstotl ttte* en a fwlx-ttae easts* 

( ?> +a4 The adainntritor dtreeter shall be ffaailiar *ith 
the rules of the Oepartaent «nd aaintain thea in the agency. 

(J), *»4 Tha adainistrttor 4trioii; shall ba responsible for 
f a«i liar i ri ng tha employees with tha law and Chi rulas of tha 
Oepartaent and shall havt copias of tha rulas available for t "i t i r 
uso . 

( * j + e4 Tha administrator dtraeter shall ba resoonsiblt for 
tha total operation of tha agency. 

f 5 > Tha idanti-, -ator atreotor snail be responsible 

for the coapletion, keeping and subaission of such reports and 
records as required by the Dapartaant. 

j 6 | T^e adoiiistrator avioier Shall designate an 

authorized representative to serve during absences e pfefesstenal 
e»»leyee ta »r hts. 

< 1 1 The adainistrator diroator shall maintain a current 

organizational chart to show linea of authority to the patient 
level . 
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4** the etreeter shea* eleeely t«en%tfy n« mm a*ai«4 
servteei sre*t4e4 ay she seeney • «« tha eeeereehse area tn »h««h 



li> 4h + The 4*ree«er tdantitrator shall samtain an offiee 
facility for tha agency wnich is Urge anough for efficient staff 
v*or<c, adequately equipped, and which provides a safe wording 
•nvironatnc, aeeti.ng local ordinancaf and fire regulations. 

12> 4*4 Tha tdanlstratjr 4tMt«tr shall assura tha »ro<rt«« 
la* orientation of new staff, and opportunities for continuing 
aducatlonal experience for tha staff ffegasevsy sehe4**e4 *«- 
»tf»*t« edeeaesen evegv?ae. 
Specific Authority 400.497, 400. 505 F.S. 

taw lapleaented 400.461(2), 400.471, 400.497(2) F.S. 

History k«w 4-19-76 Pravlously nuabered 100-63.10 

Amended 

100-68.011 nursing Director feee*vse*ftg Mtrst-r 

(1) Tha nursing d lractor npirvuinf ntrt* shall ba a 
graduate of an approvad schcol of nursing and currently ba 
registered in tha state with at laast 1 yaar of satisfactory 
nursing supervisory or administrative experience erefevaaiy »^ 
eeaaensty Health itvratae and have the following responsibilities 
•« e f«ax-«tao eesss. The nursing director seeewsssne <t««se 
shall be an empl oyee ^« thi, agency and aay also ba the 
administrator d»rt«cor in an aganey with less than 10 health 
semes personnel. 

<4> Th# nursing director s«werv*s*R« mno shall be 
accountable for ttttrvtot all registered nurses, licansad 
pnctical mrses and homo haalth aides a«e*«. 

f»> »ha nursing dlrtctor tiporvt)t n f nerse shall 
Insure that the professional standards of coanunity nursing 
practice are asintained by all nurses providing cara. 
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(c> ?hs luring diractor t«««nr*«*nj narsa shall ba 
rasponsibla for nintininq and tdharing to agancy procadura And 
ptc:tnc cara policy aanuals. 

♦44 tha saparvtatn* *«raa shall aa ritf«n«tbl« far tha 
a'araaa iiMrvtittn •! na m»r» ahs.fi 14 fall-ataa nvntn^ sarvtaa 
»ars«nralf whin fa&l-aaaa asjatvalafias ara aaa* m *h« aasa of 
•#*#-#*•• 7»»i«nHtii tha Mtid nvibtr af parsona s«ps*v*sa4 
• hall nat •tfhtttl 

(2) , In tha avant th* adnini at ra tor ajtnty 4tr*««or is not a 
haalth prcf tn ional , tilt nursing dlractor in^ifvutn^ R«ra« 
shall, in addition to tha abova: 

(a) Establish sarvica policial and orocaduras i.i 
coaplianca with stata haalth statutas and rulas . 

(b) Eaploy and rvaluata nursing parsonnal. 

(c) Coordinata patiant cara sarvicas. 

(d) Sat or adoot policias for, and k'jap racords of 
crltaria for adaisnion to sarvica , caaa ass ignaan ts and casa 
aanagaaant . 

4«4 Prapara and ittnitm a sahadula a. IMsi aaaas *• 
ba broajhe ta tha aa**s*a«t«n favtaw itsstttaat 

t*4 e«nd«a« ttltettv* pro^ty* aval«a««ans to tmprava 
4af tettm itrvttis «n4 4avala» and tap. ' planat 

( 3 ) Tha iiirina diractar shall a jlish and conduct a 
quality assuraica orocraa which assurass 

(a ) Casa ass ignaan t and -aanagaaant is aooroor*.at«, 
adcouata, and cansistant with tha patiant car* plan, aadical 
raglaa, and oatiant naads 

( b ) Hursng sarvicas %ra conaistant with orof t ss *.ondl 
comaunity haalth nursing standards. 

(c ) nursing and other sarvicas otovidad to tha oatiant 
ars coordinatad 

( d ) Xll sarvic»s and outroaii a r a comolatelv and 
lagibly docu^antad, da: ad and signad n tha clinical servica 
raco rd , 
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ill Cpniijintnl-tv of oatiant data n ^..ti.^d 
ILL Findings oi tna Qu ality murnei oroori^ ir » uiH 
to i-aorov* nrvien 

SptciMc Authority 400.497, 400 505 F.s. 

ti« lapliaintid 400.461(2), 400 . 4 62 ( 3 ) ( a ) , 400.497(1), 

400.497(2) 400.497(4) T.5. 
History 4-19-76 Praviously numbar 13D-63.1I . 

Aaandad 

100-68.012 W tqlittrtd Saaff HuCSa 

Tn " g»ql»tar«d staff nucsa shall aa * gradaaea af an 
aa.r.rad n«rs*n« S «haa* and ««rrana*y ba raaasaarad *n tha state 
prafaraaty wtth •« +i4 ytar af saaaafartary narstna 

• xFirttnit and hava tha fallowing responsibilities : 

i±l Tha rtgt sttrad nurse Is tha case manager. Case 
aanagaaant ahall Include I nitial asaassaant o * the oatiant and 
faally fog loorsor l atanaas of and icciPtanei * ar hoae health 
services, ostabllshaont an d periodic review of tha olan of cart. 
iaiolaaar-.ition of aadical traataant ordara , referral, folloy-up. 
provisi on and auatrvislon of nursing eaca, coordination of 
services qivn bv othar health ein or 3 vld,rs . and docwiatition 
of all activities and findings. 

4*4 4a4 tha staff narsa ahaii have the resaonstbattty for 
«beerva%*en 7 aseessaene? nar-i..- 4*a<fiaa*9 7 .aansea- ,.,* . n d 
haaith e«e«h*n« th a »i - 7 tn?«ii ar *nf*ra 7 and tha 
aaaneartaneo of h„ith and aw ..-.ten »f iiiaaae af ath.rs, 

(b) 4b4 Tha regt-cerad ' «af f nucsa shall ba rasoonsibla 
foc th * . ••»■%• hi • cllm~al record for aach p.tiant receiving 
ca ra . 

(c) 4e-> Tha rogls<-,rtd teaff nursa ahall assure that 
-ravtae progress c. poets art aede to tha attendant physician 
above aeetents and** her • » • whin tha patient's condit.on 
changes or chara deviations froa tha plan of treatment , ar 
et lnoi every 6« days. 

444 tha saaff narae aay a eke ho., haaath eade 
aeatgnaencs and saaervaso ahe eade in aha hone. 
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4«+ The Steff Miti aey •i»t«t)nr aedteettens end 
iriiiiint) a* ^r««iT«»«4 »y • ^ritttin Ittwncea tn thi ititti 

(2) 4-3+ The registered nurse a*y assign salactad portions 
of patient car* to licensed practical nuriti and hoae healt**. 
aidas . In such circuaetancet, the registered nurti yi.i:nns 
responsibility for the ctca given. Supervisory visits shall be 
aade to the natlent's residence. 
Specific Authority 40C.497, 400 .SOS P. 5. 

Law Inlanented 400.461( 2}, 400 . 462 ( 3 ) (a ) , 400 .497(1),, 

400.497(2) 400.497(5) P.S. 
History Ha* 4-19-76 Priviomlv numbered 190-63 12 

Aaanded 

100-68. 013 Licensed Practical Hurst. 

(1) The licenced practical nucsa shall provide assigned 
nursing cart under the dlracti o n of a registered nurse ba a 
ercdaeee «t an a pa-rave 4 i'n««l e* •riaittal narstng end be 
mtnntlr licensed tn *>*• aaata with at least 1 year preferably 
mi saetsfeatery narstnj ix»irtinii and 

12) Tha llcansyj practical nurse shall have tha following 

(a) Tha licensed ^ttettaai nurse shall Preoarvng a rd 
recording cllnlc41 notas for rha clinical record. 

(b) The leeensed prcetseel naree shall Reporting any 
changes in the patient's condition to the case manager 

her iMi4tii« sapervtser with the reports docuaented in th e 
clinical record her eltnteal netas . 

(c) The leeeneed »raee:-oel n«rse eey Perforamg 
assigned selectee* acts, including tha administration of 
treatments and aedlcatlons, in the care of the patient ■ til- 
ta^ared at >A<arn the aeentenenae a* haelth end »rif«ntt«n 
lllneee ef tthtrs 7 ender the dtreatten st" e registered 
prefeestenal narse* 

Specific Authority 400. 497 , 400 . SOS P.S. 

Law lapleaented 400 .461 ( 2), 400 . 46"> ( 3 ) (a ) , 400 . 497( 1 ), 

400.497(2) P.S. 

History Hew 4-19-76 Previously numbered 10P-68 11 

tended 1-31-96. 
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A3D-68.014 hob* Health Aid*. 

(1) ?h. horn, h.alth aid* shall hav. training i a thos. 
tupportivs ssrvics. which .rs rtquirad to provids and aamt.n 
bodily and anotional conform and to assist ens patisnt toward 
indspsndsnt living in . ,afa snvironasnt. I* ths .ids rscswst 
training through * vocational .chool, licsnssd ssrs.ftsd hoos 
hsalth agsncy, or hospital, ths curriculua .hall bs docuasntsd. 
It training i» rscsivsd through ths agsncy ths curriculum shall 
consist of *t is. .t 40 hours *•„*.,«• tfhich , hall inclttd . 
but not bs Ilaltsd tot .» 4«* fcstrs •« in. to ths ".o« 
hsslth ssrvicss prograa, rol. of ths .ids, and diffsrsncss m 
f.aili.t, • »„ 4 «4 Iim M sf tn».r,.t*. n nutrition, 
food and housshold aanagsasnt, *vsnsy-fs«* +n+ haava of 
snssrass.sn rslastn* ts psrsonal cars ssrvicss T sss.vtstss and 
ssx 4«4 fcsars sf »nssr«ss»sn rstsssng t« sthici and conduct, 
psrsonal hygisns, agsncy policiss, .nd rsports an d racords. 
Psrsonal car. activitias shall bs taught jy . rsglstsrs 
prsfsas.sns* aurss. whsn prior tr.ining is not squivalsnt to ths 
aimaua hsrsin ds.cribsd, ths nscsssary supplsasnt .ry training 
aust b. provid.d .nd docu~isntsd. 

^ M'nclss ,h.ll hav. 1 vsar froa ths adoption of 
this ruls to m t ths training rsoulrsasnts . 

Tho»« aldss vho in saplovsd on thi duts of tns 
adoption of this rula .nd vho h... had at la.,t 1 y.ar of 
sxpsrlsncs with a Ucsn.sd aasncv sh a ll bs axamot grog ,s. 
training rsqulrsasnt. 

(2) R-.ponsibilitis. of ths hoes hsalth .ids .hall includ. 
but not bs li-aitsd tot 

U> Ths hoas hsalth aids shall psrfora only thoss 
Personal cars activitias cont.in.d in a vritt.n a.signa.nt by . 
hsalth prof.s.ionsl ..ploys. wh ich includ. ...isting ths p.ti.nt 
with p.r.on.l hygians. ..bul.tion. ..ting, dr.s.ing, .nd shaving. 

(b) Ths hoas hsalth .ids aay p.rfora othsr activitis, 
*« taught by a h.alth prof...ion.l saployss for a spscific 
patisnt. Th.s. includ. and ar. liait.d tot assisting with ths 
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change of a colostomy ia? , ihtnooo, r»l.nfor:«a»nt of drtssing, 
assisting *ith the use of devicee for Aid to daily living, for 
exanple, A waller or wheelchair, assisting with prescribed ranga 
of aotion txirciiii which th« hots* health Aid* end the pet-.ent 
heva been taught by * health professional eaployer, Assisting 
with prescribed tea cap «jr collar, doing staple urina tests for 
sugar, acetone or elhusin, aeesunng and arepertng special diets, 
intake and output. 

(c) The hoae haalth aid* shall not changa start's 
dressings, irrigata body cavities such as an anaaa , irrigating a 
colostoay or wound, perfcra a gastric laraga or gevege , 
cathatanzs a patient, edaimster abdications, apply haat by anv 
aethod, cara for a trecheostoay tuba, nor any parsonal haalth 
sarvica which has not baan included by tha registered 
arefeeeaene* nursa in tha patient care plan. 

(d) The hone health aide shall keep records of 
personal health care activities. 

(a) The home health aide shall obeerve appearance and 
gross behavioral changes m tha petient and report to the 
racist ersd paofesstenel aurse. 

(f ) The hoaa health aide oattent service, a -sail be 
evaluated bv a health professional in the pat-ant's hoa.» as 
frequently as necessary to assure safe, adequate care ">r at least 
every 1 sonths. 

4f4 *he heme haalth a*de aetaent servases shell be 
evaluated by a heeleh prefessaonel staff e* least every i waeas? 
either vath the eede presen' t e« ebeent 7 tn ana hea«T 

4g4 *he ageney shall aeantaan a rets* e< ef at least 
a he&lth prefeseaenes eapleyeee <er t« every f*ve 454 nan- 
profeseaonel pevsens prevadang haalth servaees when f«li-t*«» 
eq«%relents ere aoed tr tha ease ef pert-taae nan- profession a* 
persons prevadang health aervtees^ aha ectael naaber ef s«eh 
persene sapervaeed shell nea exeasd 14 . 
Specific Authority 400. 4S7, 400 SOS f.S. 

Law lapleaented 400 . 462 ( J ) ( c ) , 400.497(1), 400.497(2) PS. 

History Hew 4-19-76. Previously nuabered 10O-48 14 

Xaended 
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1 30-68 . 01 5 Physical ?heraoi*t *nd Physical 7her*pv 
Assistant . 

(1) The physic*! tneraoiat shall se a graduate of tn 
approved school, currently li^-^sed «nd n^sticid n :he state 
with at lust 1 year of experience in physics! ther*py and have 
eh* following responsibilities! 

(a) fhe phyasee* thintttt snalx Providing ohvs ical 
therapy services as prescribed by a physician which car be safe!/ 
provided in the hoae and assisting the physician in tviluacina 
petients by applying diagnostic md prognostic ouicir. n«:?t, 
joint and functional abilitias tast. 

(b) Providing physical therapy air7icn . ?r*et 
pettents te reiaeve pe*n7 deve*ep a* restore f*««**©n-r and 
titniitn tix>i«i perferaenoe7 eeing phystee* aeana? seen os 
•««r«>9«T seesage? heet7 wete*7 ttghc and e*eetr*e*ty. 

<c) Observing, racording activities «nd fi-dncs in 
tha clinical racord and reporting to- the physician the patient's 
reaction to traatsant and anv changas in tha patient's condition. 

(d) Instructing tha patient and faaiiy in care and us* 
°* physical tharsov wReeaehaers? ereeesT ermtehes? eanes and 
presehette and er?hetse davicas and treetaents as tndteeted. 

(a) Instructing othar I aalth taaa parsonnal including , 
when appropriate , hoae health aides and faaily aesbers in certain 
phases of physical therapy with which they say vor* with the 
patient . 

(*) Instructing the faaily on .he patient' « total 
physical therapy prograa. 

(i) Physical therapist assistant. The physical therapist 
assistant shall be a graduate of « n approved school yt/tng a 
aearse e< net ease than two + 34 years *»r phystcal thersptst 
eesistent and be currently licensed m the state with at least i 
year of experience under the supervision of a licensed pr.ysical 
therspist. Responsibilities shall be directed by a licensed 
physical therapist . 
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Specific Authority 400.497(2), 400. 5C5 f.S. 
l*v lapluincid 400.46 K 2), 400 . 46 l ( 3 ) ( b ) , 400. 4<»7<i) f 

400.497(2) f.s. 

History *tew 4-19-76 Pnviomlv nuabered 100-63 is 

Aaended 

10D-68.016 Speech Pathologist 

(i) The speech pathologist shall be a graduate of an 
approved school, currently licensed In tha stats and have the 
follow!, g reeoonsibilltiesi 

(a) ?ha speech pe«he*e?*s« shall Assisting the 
physician in evaluation of tha patient to deteramc tha v/^e of 
speech or language dlsordar and cba appropriate corrective 

th trapy . 

(b) Providing rehabilitative sarvlcas for spaach and 
ianguate dlsordars. 

(c) Recording activities and findings ia tha clinical 
r « cord * nd reporting to the physician the patient's reaction to 
traataant and any changas in tha patianf s- condition . 

(d) Instructing othar health teas personnel and faaily 
aeabers ia aathods of assisting tha patiant to ar tt^rtvc md 
corrtct spaach disabilities. 

Spacific Authority 400.497(2), 400 . S05 f.s. 
tav Iaplesented 400.461(2), 400 . 462 ( 3 ) (b ) , 400.497(1) 

4C0.497t2) r.S. 

History New 4-19-76 Previously ngabersd 1OO-68.16 

Aaended 

10D-68.017 Occupational Therapist and Occupational Tharaoy 
Assistaat . 

(i) Tha occupational tharaplst shall ba a graduata of an 
approved school, currantiy llcansad m tha stata with ana 1 year 
of axparianca It o.cupational therapy and hava the following 
responsibilities! 

(a) ffca aeeepatsenei thareeese sheii Providing 
occupational theraov servic es si prescribed bv * ohvtician which 
can ba safaly orovldad 1,1 the hone and assisting tha physician ia 
evaluating tha patient's level of function by applying diagnostic 
and prognosis procedures. 
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<b) Guiding tha oatitnt n his us* of t*iarap<ytic 
cr.ativa .nd salf-cara activitl.s roc tha purpoaa of iaorovmg 
function . 

(c) Obaarvlng, racording ictivitm md flidi-ca ^ 
tha ell ical ricord and reporting to tha physician tha patent's 
raacti,n to traataant and any changas la tha patianfs condition. 

(d) instructing tha o.tiant, faailv ,. B h.n otatr 
haalth taaa parsonnai *„•««*>„, whan appropriata, kaaa haaitS 

a* da a and faasiy asabars in cartaln phasas of occupational 
tharapy sn whssh tha? »ay w 9 ah tha aaassnt. 

(2) Occupational tharapy assistant. Tha occuoational 
th«r>. P y assistant shall ba • graduata of an approvad prograa far 
occupational tharapy by tha Aaarican Occupational Tharapy 
Association, shall hava a aiaiaua of 2 aonths of studant fiaid 
-or* axparianca, ,aail ba currantly licansad in tha statt: ind 
hara 1 yaar of axparianca as an occupational tharapy assistant 
undar tha saparTision of a licansad occupational tharapist. 
Msponsibilitias shall ba thoss of assisting tha licansad 
occupational tharapist in .„ occupational tharapy or ogr»a. 
Spacific Authority 400 . 497( 2), 4QQ . SOS f. s . 
Law Iaplaaanta** 400 . 461 ( 2), 400. 462(3) ib), 400 . 497(M 

400.497(2) r.s. 

Hi,t ° ry »•« <-i9-76 yrtvlou.lv nursbarad 100-63.17 

As an dad 

100-68.018 Judical Social «or*ar. 

♦ ■•■> Tha aadical .oclal worfcar shall ba a graduata of an 
ipproY.d .chool with 1 y.ar of axparianca in social s.rvicas . r .d 
hava tha fallowing rasoonsibiit ttas . 

ill Tha aad*aai joitsi wwkmr sfcai* Assisting tna 

physician tnd othar asabars of tha haalth taaa in undars tancm? 
significant social and aaocional factors r.l.tad to tha P at.anfs 
haaltn problaui . 

iH **> Assassmg tha social and actional factors in 
ordar to astiaata tha patianf, capacity and potanti.l to copa 
with problaas 0 f dally lining. 
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( 3 } 4e4 Help ing, the oitiint and his faaily to understand, 
accept and follow sedical r acosaa ndatlon s and provide services 
planned to rutort tha oatient to optiaui social and health 
adjustaent witMn his caoacity. 

(4) 4d* Xs sis c inq patients and tbeir faallias with 
personal and envlronaental difficulties which predispose toward 
lllnees or interfere with obtaining saxiius benefits froa aedical 
cars. 

( 5 > 4e4 Otllit inq resources, such as faaily and coaaunity 
agencies, to assist ths patient to resuae life in tb« coaaunity 
or to learn to live vithin his disability. 
Specific Xuthority 400.497(2), 400.505 f.s. 
Law Xapleaented 400 . 46 1 ( 2 ) 400 . 462 ( 3 ) (c ) , 400.497( 1) 

400.497(2) r.S. 

History new 4-19-76 Previously nuabered 1QD-68.I9 

Aa ended 
i0D-58.^i9 Koaesaker. 

(1) The hoaeaaker shall hav« at laast J_§ tweney *5f4 hours 
of training in topics related to huaan developaent and 
interpersonal relationships, nutrition, axrketmg, food storage, 
use of equipaent and suoplies, planning and organizing of 
household tasks and principles of cleanliness and safety and have 
the following responsibilities! 

(a) fhs fceaeaeker shaii Maintain ng the hoa* in an 
optiaua state of clsanlin^ss and safety depending upon faaily 
resources . 

(b) fhe fceaeeeker ahaii ?«rforaing the functions 
generally undertaken by the natural hoaeaaker, including such 
duties as preparation of aeals, laundry, shopping and care of 
children . 

(c) The fceaeee*«r she** Reporting to the appropriate 
supervisor any incidents or probleas related to ber work or to 
the faaily. 

(d) fte keaeeeHer »ha»i Maintaining appropriate work 

records . 

(2) 4e4 The hoaasakar shall be supervised in the hoae by 

the appropriate super-visor at leaet once avery 1 aonths e aeeen. 
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Hi *q*icm shall > vaar f TOW : >. >t idootioi of s 

rula to an: tha riajiri^v.i, r*.osa hoinign <ft 

asoloyad on tha tfftetiv< data of fis rula and who h»y »> 
laast ; yaar o f ixoiriino undar suoar-yision tnall ba <x >-;t fro* 
tha trunnn r>c-jiria«nti ■ 

Specific Authority 400.497, 400 . 505 T.S. 

taw laplaaantad 400.46K2), 400.462(3) (c) 400. 497( 2) T.S. 

Rlstory 4.19.76 Previously nuabind '00-68 19 

Aaandad 

100-68.020 Acceptance of Patiants. 

(!) Accaptanca of patiant and discharge policies shall 
include but not ba liaited to the followmq: 

(a) 4b4 Efo person shall be rafused service because sf 
agt, raee,, color, sax or national origin. 

(b) *e* When a parson i» accepted for haaith iirv.ci, 
there thall ba a raasonaoxe expectation that tha »;v.en ear, 
providad pereen'a «e#.«el 7 a «*s***7 eteeery-, physteel a* s«e*e* 
neeee a an ba aee adequately and safely la his residence. 

4e4 »av9«ns shall ba seeepeee far heeieh servsee enly 
•wn a v r t V tan plan af areetaene aseebltsfcee by *h* aata^dtn* 
phys*esen vadueee t « wr*t*M vtihtn • 484 eays-r 

tc ) Whan aadieal traataents or medications ara 
adsinistered . Physician's orders In writing w ft ;,ch ara «isie4 and 
datad s hall ba included ir. tha clinical record. 

(d> Whan services ara to ba eerainated, tha parson 
,h * U b * ** •* notified of tha data of teraination and reason 
for taraination which thai! ba docueantad in tha clinical record. 
A plan ahall ba developed or a referral aada for any contmuinq 
cara indicated. 

4a* Sarvtaas? exeeea heaeaete* and ««a»en*e<i ser«*ces- 
shall *\e ba ••ratf.t*^ s«eh itn as «ha peesene's faatiy- 

»hys*e*en ,„« athar aha prefesstenel »e*9e* *rav*4*M «ara 
aeeaelly tMMn e* arreMeaen,* ##f> 
Specific Authority 400.497, 400, 505 r.S 

law Iaplaaented 400.461(2), 400.487(0, 400 . 497 { 4 ) , 400 . 497 t 5 ) 

r.s. 

,l,Ccr 7 Saw 4-:?-76 Previously nuabsred tQO-68.20 

Aaended 
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1 00-68 .021 Patient Car* ?lan. •( tfttmtnt. 

(U A The plan of trtitaint thai! be ittibhihii and 
reviewed by tha eeeandang physician in consultation wish agencv 
Staff invoWad for all sat. ants raceiviTg '.un; -.a cart or 
triitafnt, or physical, occupational or at»'*ch t H .araoy sunns 
car a or trtitaint . n this instance saans technical tct:vi::ei 
perforsed by a licensed lum so provide for tht eoaiort , safety 
traataant and rehabilitation of tha pat i ants . 

(2) Tha plan of traataant ihall ba ray law ad at such 
intervals as tha ee^erity of tha patiant's lllnaas rtquirt), but 
in any instance #< at laast a vary 60 days and shall include but -ot 
lisitad to the following: 

( a ) Diagnoses . 

(b) 4d4 Acttrities peraittad when indicated 

(c) 4e4 Diet where indicated 

(d) 4#4 Medication, treataents, and tquuaoi: 

recuired 

(e) 4g4 Dated signature of physician. 

4b4 Types ef ^ervttu end eqaapaene re^ttrt^T 
4«4 5>««*f*e fraqaenay ef vtstis saah ee ivi c*^«s e 
three esaea e etc? 

< 3 ) 4-34 The regi ' tered agency nurn vho Is tha em -nanagar, 
other health professional staff and physician vhan assropnatt 
shall collaborate in developing one patient care plan for each 
patient receiving hone health services. end The plan aiv be 
included in the clinical iotas ard shall include, but not be 
Halted to the following: 

(a) Source of referral. 

(b) fe*sa«ft« ef Drugs and traataant* prescribed nana a* 
by the physician, *< phya^eaan a a daffevane frea 4«cr or a a 4***5 
ehe pa en ef tseeeaane. 

(c) Statement of patient or faaily problems . 

(d) Statement of aLtllty of patient and fasiiy to 
provide mteria health aervtcea . 

( e ) Assessaent of the patient needs. 
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<i> K last of ic.cific nrvict go. Is sUa , ; , r 

mpl.a.ntation including At a aiv., UM . 

i-i Ltv^il 0 f voriciri who vlll orovld. tnt »ri 
Ll yrtoutnc v og hoot vmti to orav.it dir«c- 

car, and can atn^ tgtnt 

1^ ryqutncy of »u3>rvt sorv nnti wh.n non 
progtulomi o«™ pnntl orovid. di-.ct e ,r. 

<g> Dtt. 4 nd jign.tur. of th. Turat e a». aituctr 
•^•"•y ...» «•*•*••*», tht , iftlt . 

<h) p.rlodlc r*...*git».n«. #ft « rtvltl0 n. of th. plan 
• • th. condition of th. pati.nt ch.ng.. . dat. d and , ig n.d by th. 
cast aar.ag.r tt . K prt<«ss*tit«i »r.*««« n , 
Specific Authority 400.497, 4 0 0. SOS r.S. 
Law lapl.a.nt.d 400.487(w f 400.497(5) T .S. 

Hl,t0ry »•« •-l»-*«> PrtTlouslv nuiab.r.d ioa-<a.n 

Aa.nd.d 

100-68.022 Clinical Ktcords , 

Th. ag.nry , h «U ,. int , ta , d ialCAl „ cord for #v#ry 
P.rson r.c.iTln, n.alth .ttic.. which .hall lacludt , a. 

•poroorlat. , n,* tht following: 

(1)4.4 Identification sh..t containing naa. , 
addr.,,, t.loohon. n«»».r. dat. of birthf , 9 . ncy nttSb ._ 

If and, n.xc of lein or guardi.n. 

<2>4*4 P.raii.ion to r.l.a.. Inforaation dat.d and 
.ign.d by pati.nt. f fatally or g«ardi.n wh.n applicable 
(3)4.4 Plan of tr.atx.nt. 

4.4 *««*«*« .... pi+n* 
(4>4£4*.4 clinical and i.rTl c . not „ , ilan#d , nd d ,„ d 
by th. ,taff Mj^r providing th. a.rvlc. whic h .hall mclud.: 

(£M * laltlal inijwnti progr... not.s with 

chang.s la th. p.r.on'. condition. 

(b>*. Pati.nt c.r. plan . 
(£)«, S.rvlc r.nd.r.d. 
(d)4, Ob..rvatlon. . 

<»M, Instruction, to th. p.rson and faaily. 
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u o^e \ " ? pi:'.trti far luoirviiicr. of -p n - 
professional vortTS he«e heelth a*4e when aPPlteaole. 

(6) 4t Keoort s I»t4enee of eat* conferences 

(7) 5vt(Jinn ef Rioorti to physicians. 

(8) + Taramation auaaary including ! 
(a) <* . o*te of first and last visit. 

<b) i. Total nusbt: of riaits or houri by 

discipline . 

(e) 3 . ftitson for termination of service. 

{£) 4. Evaluation of established goals at ttae 

of taramation. 

( « > 5 . Condition of the pa t lent on discharge. 

(£) 6. Disposition of the patient. 
Specific Authority 400.497, 497 ■ 50$ F.S. 
Law Isplemented 400.497(5) F.S. 

History Mew 4-19-76. Previously nunbered 103--53 72 

Afiended 2-2-77, 
10D-68.23 Otilisation Review. 

Specific Authority 400 .497 ( 5) F . «t . 

Law Xaoleaented 4 0 0 . 48 7 ( 1 ) , ( 2 ) , 4 0 0 . 491, 400 . 497( 5 ) F.S. 

History N«w 4-19-76. Repealed. 

10D-S3.024 Adnim s tration of Drags and Biologicals. 

f 1 ) The agency shall havt policies governing the 
administering of drugs and biologicals. 

[ 2 ) The acliem which shall include but not be Waited to 
the following- 

(a) All orders for abdications to be given by c K .e 
agency health professional staff shall be dated and signed by the 
attending physician. 

(b) All orders for abdications shall contain the nana 
of the druq f/ dosage, frequency, aiCiod or sita of infection, and 
p -aission froa tha physician if tha pa tian t ond/or faaiiy are to 
ba taught to giva tha Dedication. 

f.c ) +<J-* All rerbal ordars for aedieation or change n 
abdication orders shall be taken by a registered -.urse the 
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•••*..rt... h..ith arefe..*.*.* and r.due.d to writing and n 7 T.d 
with titla by the physician within V4 etehe 444 day.. 

+ •4 Nana* .h.ii „,« ee«ry e , r««e 7 eneeee f« r • 
•»a M . n a 7 k»* t( ,rtWtii, .w*.n,ae 7 B ..ai.. 7 , trw . T ,„< 

aeeney aaaravee* far .n.aid the have • seve-e 

4**1 rttttttnT 

1&± + a4 Sxperisental drug., sera, .ll.rgenic 
dasen.ititing igtnci, penicillin or any other potentially 
hazardou. drug ih«ll not b. without the fully Informed 

Consent of th. p.ci.nt or fa.ily. ? h. nurn .dunlit.nn, SU ch 
drug. ,h«ll hwe an emergency olan and whatever drugs and/or 
device, ere appropriate m rtvirnl of drug reaction. 
Specific Authority 400.497, 4QQ . 5Q5 y. S , 

Lav Irapl.a.nt.d 400.487(1), 400.497(3) 400.497(5) rs . 

HiStory M «" <- 19-76 Previoualv nuaS.rid T0n-i>a.34 

Aaandjd 

10D-68.£2S Companion /* ,, r , 

(i) Th. coaoanion or n ..1 h*v< the following 

responsibilities o erforned andtr the supervision of * 
professional inolovn Q f iatnev 

SjLl Providing coaoanionahio for the oatisit. 

1*1 Providi no near: nrvicta 3U ch » t^nq the 
pntitnt to tha doctor. 

iSJ. Providing light hou»K„ 0 i ia tasfca , UC h n 

pr ""'" on oi * = Qf launderi ng t>. oatienf s o„r, a ^l 
garaci t s . 

Ill Mjj^ainnu & chr onological written record of 

— »«3°r-inq .nutuil ncida-.ti or chances rs. 

pat. ant's behavio r to tha registered nurse 

[ 2 I Tha cono anion or n^ter «h«l i _ >, r .. , 
3n>i « ^ o " P<rf ora anv handa on 

persona l health cara services. 

— Th * * q * ngv ihall inau r* that companions or sitters 
und.r.tand th. need, of t^a oatients so ^ thav ,r, , 
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and rtco<?nu» thost conditions ./high naad to ba Moored to 

SPaclflc Authority 400 497, 400 SOS f 3. 

taglwintld 400 . 462( 3 ). 400 497M1. 400 . 497f:> T S 

History H«w 

iOC-68.026 Penalties 

( 1) Tha d>pirtatnt shall <>t and lavy • not to axcaed 
SS00.00 for >tcH violation of tha provisions of thi s chaotar or 
of any alnlaua standards or rulas prowulga tad mnuant to Chaotar 
400 , ?* y : ttl. Florida Statutaa. 

(2) In dataralnlng If a flna la to b< laoosad and ,n * ixi-.g 
tha aaount of tha fina to ba la " saa. Li any, for a violation, 
tha daoartannt shall eonsldar ± Hovlnq factors: 

t a > Tha gr»vit> • 7'olatlon. Including tha 

probabil^, that d«*th or sarlous physical or aaot lonal ha-a to i 
pattant will rasult or has rasult»d . tha sayarity of tha actual 
or potantlal ha-a. and tha axtant to which tha provisions of tha 
apollcabla stat _ or rqlas vara vlolatad. 

(b) a ctions tfScan by tna agancy to corract violations 

( c > X ny pr^vioua violations. 

(d) Tha financial banaflt to tha agency In eowais:ing 
or continuing tha violation. 

(3* Tha fallara to flla a >-iaely application shall result 
*n idalnistrativa flna charged to tha agancy In f.a aaount o C 
SlOO.QO oar day, each day constituting a separate 7iolat.on. In 
no avant shall such flna aggregate aora than SS.0C0 00 
Specific Xuthority 400.497 7.S. 
Lav tapleaented 4 00 . 474 T .3 . 

History H«w 
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Area Agency on Aging, Inc 



R06CTT L OOtSCN 

PtOUTM OXCTOW 



.TON S. KELLOOG 

A»ocv»rt OKCTOM 



Kay 8, 1987 



The Honorable John Melcher 
Chairaan Special Conaittee on Aging 
United Statee Senate 
Vashington, DC 20510-6<00 

Dear Senator Melcher* 

Thank you for according ae at your recent hearing the opportunity 
to share with you ay experiences »ith Federally funded and 
privately funded hoae care. I'a eubaittlng tho following «, part 
of the record. During the hea .ng you heard test'aony f rv a 
nllVAi 9 ! t9atlBon y °' l«ck of aeaeures to assure the 

quality 0 f i a -h 0B9 caret . Th999 probleae range froa costly over, 
utilisation and inappropriate Medicare service proviaion tt 
unapeakable physical and cental neglect and abuee. These probleaa 
are continual and the need f or a solution is urgent. 

It ie ay : 9BT that your 99 arch for this solution Bight create 
further paper docuaentation 0 r that standards .ight be aeen as an 
ai.swer to theae probleae. There is no "pap«r review" that C an 
insure frail ill people will receive the care that le intended 
with our Medicare dollars. ihere i« no docuaentation that C an 
orevent over serving and inappropriate aervice to these p«tiente. 

There aust b* an independent network of local agencies which can 
objectively aonitor the care on-site. This network met l- 
reapon ble for aseeeaing the needed C are and aonitoring this C are 
in th- hoo* ae long as the hoae health agency is involved. This 

n T;T v ' T h ^ Ch 5 USt b0 " bl * t0 ^^orise control what C are 

will be reinbursed, au8t also be national and unifora so all older 
Asoricans have equal access to quality care. 

Since the Aging Network - that ie, the nation's Area Agencies on 
Aging - do not deliver services directly, they are in a singularly 
advantageous position 0 n behalf of the Federal governaent and the 
nation s elders to perfora thie eervice. If the Aging Network is 
not chos*n to aonitor in-hoae care f 0 r thie, it will be necessary 
to duplicate it to provide aolid quality aseurance. The Aging 
HetworK ij in place and very able to sccept the responsibility f 0 r 
thie so deaperately needed f jnction. 

llll K 0 ur 0 on nt / hr ° U / h Klchl «"* 8 R«^on f v AAA has been serving 
this purpose for four years. Ve have Earned a great deal about 
aonitoring these eervicee during this ti.e. cnt % 0 ft,l 
ullVt'llll 10 a " l9t 7 ° U lR d -^ping 8UC , s syste B ° f for 

p h ersons yOU lf a8 ; ln '°\ d " P COnC9r " for vulnerable older 

Ze™; to J *t ao^knoi: °' ^ °« 

Best vishee, 

Barbara Lutton, RK 

Supervising fluree 

Care Management Prograo 

BL: Ja 
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STATEMENT 0. ALBERT D. BUJ-ORD. 111. Executive Director. Center 
for the Public In erest, -of Angeles, California. 

MR. BUFORD I would like very much to thank this Committee*, anu 
partlculary its Chal rman. for the invitation to sulml t test lmony 
at this time of reauthorization of the Older Americans Act. 

Since the Model Project dr '$ of the mld-l970"s, staff now 
associated with the Center for the Public Interest have 1 abored 
to equip non-lawyers with the knowledge end skills to advocate on 



behalf of the frail, older American. At the center of our 
training has been a cone n for the legal Issues inherent in 
perfecting Medicare benefits — that ls. ( a concern for educating 
advocates to the Medicare law and how the Medicare system works 
In the everyday world. 

In short, ouv Center has long believed that public benefits 
problems partlculary Medicare proDlera„ can often be 

addressed if only the law is clearly explained* Is clearly 
understood. We also believe that In most instances* a non-lawyer 
advocate can be taught the Medicare law. and thus taught how to 
advocate, using tne law* for those 'who !"•€*»». been ifljproyetiy 
denied Medicare benefits. 

Accordingly, in l 985 • the Center applied for and obtained 
grant monies to produce a video documentary training program for 
lay advocates. The focus of this documentary is Medicare- 
re lmbursed home heal th care and skilled nurs lng home care . (A 
copy of this video has been submitted to this Committee for "he 
record.) It is entitled simply. "Will Medicare Really Pay the 



In preparing for this video program. Center staff conducted 
an extensive survey of providers, consumer advoca tes . government 
officials and others -- all with an eye towards exami.iinq, in 
detail, how the Medicare claims process really worked. The vast 
majority of this inquiry focused on home health care. Several of 
our findings, we believe are quite relevant to this Committee: 

1. Many times older persons are entitled to hone health 
care re inbur semen t undc Medicare, but often benef 1 ts 
are improperly denied such persons. 

2. Although the Medicare law has not changed significantly, 
home health cars benefits are being denied with 
Increasing frequency. (Oklahoma home health care 
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provider* estimate their reimbursement under Medicare at 
only two thirds of what it was a year ago.) 
3. The Waiver of Liability Rule which allows providers of 
home health care to be timely paid, also induces them to 
deny benefits which should be legally. rightfully 
awarded — this by the threat of corporate liability for 
an overall award "error rate" in excess of 2^2 X. 
I*, The government's own statistics confirm the error rate. 
The attched letter from the Health Care Financing 
Administration reveals that, when challenged on appeal, 
to an adminstrative hearing, the national average for 
reversing previous denials of coverage is fully 65% 
(sixty-five percent)' Another way to look at it is this 
vay: with regard to hone health care, Medicare is 
guilty of a 65% (sixty-five percent) cr ror rate. Mence. 
the need for advocacy. 

And, thus, we'd Hke to make a simple suggestion. It 
rela:es to advocacy under the Older Americans Act. Simply put, 
we believe it is time all of us admitted that the Medicare system 
vhich is in place today - particularly as it relates to 
Medicare-reimbursed hone health care - is not a self-executing 
system. For the most frail, home health care coverage under 
fedicare l s oft en elusive. Simply put. withou. the assistance 
of . advocate, often times the most frail among us stand no 
change of gaining home health care coverage paid for by Medicare 
-- even when the law allows for extensive coverage for exactly 
these persons. 

Therefore, we at the Center for the Public ntrresi contend 
this Committee for its attention to .he plight of hose who are 
frMl ana ,ho nave the need for nursing care in the home. We 
vould like to remind the Committee that what is required. i n 
order to obtain benefits whic > the Co gress intended, however, i, 
often the assistance of an advocate. We would also like to sMte 
that we believe trat this a-ivocacy is clearly envisioned wUhin 
the Odler Americans Act. Indeed, this (s the type of "legal 
assistance" which the aging network oug« t to he about - what 
Act envisions. I am confident of this, in part, because 1 hao 
the honor of serving iS the first Project Director for such a Uy 
advocacy training effort funded by Corwnissi .er Fleming in l97 6. 
But we beiieve that critical non-Uwyer advocacy, conducted in 
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the front ranks has recently gone almost unnoticed. And we 
believe that *t is time to provide advocates — often non-lawyer, 
paid and volunteer advocates — operating within the Older 
Americans Act network the technical support they deserve. In 
»hort, training and technical assistance for this network ought 
well be the focus of this Committee's concern, as well as that of 
the Administration on Aging. Itself. 

Our tn-depth documentary asks the questions. "Will Medicare 
Really Pay the Bill?" In the hone health care are.ia, without 
advocacy, the answer is oten nc. We believe the Medicare home 
health care system can be made to work. And we believe that r» - 
way to make it work, at least in part, is to recognize the local 
Older Americans Act advocates already about the process of 
Medicare advocacy. Then we brlleve it is important to give thes* 
persons advocacy tools, in the form of training materials and 
technical assistance. 

Support for Older Americans Act legal advocacy in the field 
it not a new or novel concept. But in recent years, ve believe 
both the Congress and the Administration have, perhaps, simply 
not been privy to the fine work of such non-lawyer advocates — 
again, folks already operating within the senior centers, the 
nutrition sites, the case management programs. As long as 
Medicare's home health care benefit is dependent on advocacy, 
they more than ai m others,, deserve our attention, indeed our 
help. in enhancing the g od work which they have begun. 
Therefore. 1 hope that the legislative history surrounding this 
year's reauthorization will comment on. Indeed encourage support 
of. Medicare home health care advocacy where It counts most 
the front ranks — in the Older Americans Act network itself. 

I thank this Committee for their 'ard work and for the 
opportunity to share my concerns at this time of reauthorization. 
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DEPARTMENT OF HEALTH * H UMAN SERVICES „„Kh C *,e F,,*^ Adm*™«*« 

Refer to: ^5F01aTo39 



6325 Security Bwrf«v»c<J 
8*»tuT>o:« MO 21207 



UtC 4 {336 



Mr Albert 0. Buford, III 

Center for the Public Interest, Inc. 

Suite 414 

1800 North Highland 

Los Angeles, California 90028 

Dear Mr. Buford: 

This is in response to your November 18, 1986, Freedom of Information Act reouest 
for information concem.ng Med.care benefits. 

It is our understanding that the Dallas Regional Oti'ce sef t to you directly 
information pertaining to items one and three of your request. We were also 
informed that due to cutbacks in $ U ff m the early 80*$, Home Health Care 
statistics are not maintained. 

The following is additional information relating to your request: 

Question 2 The average number of Skilled Nursing Facility days reimbursed per 
spell of illness: Based on 1981 figures, which are the most complete 
SNF utilization measures available, the average number of days 
reimbursed per stay is estimated at 30 days nationally. Regional 
State data regarding this measure are unavailable. 

Question 4 The amount of Medicare dollars expended for SNF care: For 1984, 
Medicare reimbursed over $21.6 million dollars for SNF care in the 
Dal'it Region. The breakout r K ows- 

Dallas $21,618,000 

Arkansas 1,011,000 

Louisiana 5,645,000 

New Mexico 989,000 

Oklahoma 2,373,000 

Texas 11,600,000 



Uxil^nS?™ 1 St * mtl " °" appcals » rc b4jed 00 Nationwide figures for 

Pirt A Reconsiderations 30,989 
R"*rsals (Full & Partial) 5,503 
% ol Reversals i7.g 

Part A (AL3) Hearings J ,238 

Reversals (Full & Partial) S05 
% of Reversals gj.j 

ScKd'swa*' 86 f>rOCC " mg *" rc ** st **■ chargeable costs do not 

Sincerely yours, 



Rosa no Cirrincione 

Chief, Freedom of Information Branch 

Office of Public Affairs 
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A CHWAT/WEIGEND ASSOCIATES 

CONGRESSIONAL & GOVERNMENT RELATIONS 
400 FIRST STREET. K W,. SUITE 116 
WASHINGTON. DC 2000! 

xa/at+too 



Kay 6, 1987 



Serator John Kelcher, Chairman 
Senate Special Committee on Aging 
O.S. Senate 
Rooa SB 628 

Washington, D.C. 20510 

Dear Mr. Chairman: 

On behalf of our client, the National Association of 
Companion Sitter Agencies and Referral Sen zee (NACSARS) , which 
is comprised of prlvately-o- led, for profit referral services and 
agencies chat specialize in companion and home care services for 
the elderly, long-termed inflrmed and children, me mould like to 
submit these comments to be incluo-3 as a part of the April 27, 
Z987 Select Committee bearings entitled: "Home Caret The Agency 
o' Indifference." 

Mr. Chairman, the Senai ■ Special Committee on Aging cannot 
review all aspects of the home care Industry in these hearings 
and claim to reach conclusions on regulations and quality control 
without the input of privately-owned, for profit referral 
services and agencies comprised in NACSARS. In fact, this is the 
second example within the past year in both House and Senate 
committees of jurisdiction that NACSARS has been ignored in their 
repeated requests to appear before a congressional committee. 

ww*SARS members ars cre^t'Y concerned that the witnesses 
appearing before tbe committee left the incorrect Impression that 
individuals as providers, working as Independent contractors, are 
unqualified, and dispensed poor quality of services to the 
clients. Nothing could be further from the truth. Every indus- 
try has its "rotten apples", but to slnale out any part of the 
home-health Industry and point to that part as the culprit does a 
disservice to the families who need a cost-effective means of 
meeting home-health needs. 

For example, the National Association For Home Care's 
witness, Ann Moots, in her prepared testimony before your 
committee's April 27, 1987 hearing, attacked individuals as 
providers and recommended the complete "prohibition of 
Independent employment- of paraprof esslonals using federal funds," 
citing as reasons poor care, abuse, lack of training and cost 
factors that result in the lowest cost provider being chosen 
under social services block grants and Title III rather than 
certified agencies who "cannot compete on a straight cost basis." 
What is misleading to the Congress and the American people, is 
the impression this witness left that all independent contractors 
were somehow tainted with her example of abuse. She cited 
the example of an Independent contractor aid who "was arrested 
anu charged with arson, attempted murder, and fraud after she 
allegedly attempted to murder her client to cover-up stealing 
nearly $5,000 from him during the year she had cared for hie." 
NACSARS does not condone abuse in the Industry. Those guilty of 
crises, whether they steal millions from Medicare and Medicaid 
funds or abuse ti Ir clients, should bt punished. No one 
disagrees with that. What upsets NACSARS xembers around the 
country is the constant allegation* by such groups as the NAHC 
thet all Independent contractors are suspect as untrained, unpro- 
fessional and abueWe to their clients. He aalntaln that one of 
the real reasons for this antagonism is economic rather than 
quality control. 

NACSARS supports the statements of two witnesses appearing 
before the committee it the April 27, 19o7 hearing. Charles 
Nells, Deputy Commissioner on Aging, Administration on Aging, 
saldx "A discussion of hose care services mus* also recognize the 
Important role of the non-agency individual contractor. The 
national long-term care channeling demon, tratlon, a landmark fc .en- 
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state experiment supported by the department — including A OA — 
confirmed that high quality personal care servlcas can be given 
by persons carefully recruited by family aembers through news- 
paper ads, neighborhood contacts, and friends** 

In addition, Jane Anderson, representing the National Asso- 
ciation of Area Agencies on Aging said: "Standards, however, 
should not result in restricted access to care because of 
unavailability or costliness occasioned by »be standards. Many 
area agencies on aging in rural areas, for example, have bad to 
deal with the lack of providers in creative ways to see that the 
frail elderly could remain in tbclr own hoaes. We are concerned 
that too stringent standards, dealing perhaps only with criteria 
for personnel, may result in restricted access to needed care. 
If standards focus only on quality, then cost savings both to 
public and private payors, and appropriateness are likely to 
suffer, both at the expense of the client as well as the boxe 
care Industry." 

HACSARS member u are not Medicare-certified hose health agen- 
cies, because Medicare regulations do not provide for direct 
relabursement. However, independent contractors who are referred 
by HACSARS- aember referral services provide their clients with 
quality, professional services at a aucb reduced cost, compared 
to other hoae health agencies. For example, in Connecticut the 
Medicare-certified agencies ranged last year in price for hoae 
health aides fro. $9.95 to $11.50 per hour, with a 4-hour health 
alnlaus, while the independent contractors referred by LACSARS 
aeabers had a price of $6.20 per hour with no ainlaua. These 
S2w."!°If ar Jj? nB * r ? * l * ilMZ throu 9ho«t the country, an d could 
SSm. ^ ' ■ PaCt ° n a « re ^ te health costs " the 

^^l SAStS b * lleve » that the ganeral public lh0 uld be free to 
choose hoae-care providers, particularly if the care « u 

?£o£Lt N ?£ e " r n 1,trl " c °"P*«i™ si"« C ag"n"e1 
throughout the country can provide a much-needed service to 

S55E£X»2 1 ' M F»"-"y -table, \id e !v«u a r^"ef: rr % 
* i IS w«onn#l to work privily th^. V" regis- 

tries and companion uttr- agencies can offer tbew iiJwW?!? 

IiSf ln ' oci V y 16 Sloping, called a "n Jcar"zone!^ 'where 
-td^to^in^e^nr' 5? 



-ontrol' "iVltl fl^J*?? 8 lB tbe need to k "P the cos** under 
fch2l? 5* aYf-J V ■ peclallv concerned with those patients and 
their faailies who oust Pay for services themselvec Of Wrri^u 

some or the HACSARS jDeabers have been referring lnd*t>*n*i*nfc 
contractors, who provide auch a H.tanJ" for See? tHnlv vears 

With the growth of the total health-care industry, we have 
sean the number of providers increase, perticuarlv irJirMai! 
agencies, and we have seen the inevitable^ J |« tS bea!th- 

forced i*£ lit Sfif/I lv «f el Sr-« m ^ referred services will be 

government expense, than other agencies. 

There la a need for long-term care to relieve tt>» imiiu 
the "constant" care of their fa.ily aeLe^r^ lo ^rfn y 
workers to return to the carket place r n tlrtvt^J^ 
aa provided by KUn^tUlJ^JFlR^ eeeTtne 
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need of the majority o£ our elderly citizens who cost often may 
need both custodial care and skilled nursing. 

The referral-service industry has b2en subjected to such 
criticise. Our critics indicate that the use of Independent 
contractors* who are not supervised* leads to the possible abuse 
of the elderly. However, cost of the time both f sally and physi- 
cian supply supervision and instruction. 

NACSARS subalts that there is no more abuse here than in any 
other business, and that we arc just as concerned about these 
issues as are other Acer leans. Nevertheless, ve believe that it 
is core likely thst these criticisms arise froa a concern on the 
psrt of soae to eliainste coapetition, regsrdless of the effect 
this would have on those who csn least afford to lose low-cost 
services. 

Questions have been raised during the bearing on quality of 
care and standards. Attscbed to these coaaents are a copy of the 
NACSARS Code of Ethics and Standards of Operation. While these 
are aercly the first in a aeries of standards and etbica contec- 
plated by NACSARS, they indicate a good faith effort to address 
quality of csre issues within the referral-service industry. 

One of the lsrgest bsrriers to the ability of referral 
services to take affirmative action to improve or ensure the 
quality of care provided by the service-providers who have been 
referred, is the potentisl conversion of the status of such 
services providers froa that of independent contractors to that 
of employees. If service-providers are considered ^-loyees, 
then the referral services would bsve to withhold <ncom«. and 
social security ta~.es, pay unemployment taxes, psy workers 
cocpenaatlon premiums, pay liability snd malpractice premiums, 
and pay for all the added administrative expenses associated with 
employees. Siaply put, all referral cervices would hsve signifi- 
cant rate increases, and cany would simply be put out of busi- 
ness . 

Toe solution is to pass legislation that would perclt 
referrel services to provide quality vZuCmtizr. supervi- 

sion of independent contractors without bsving the status of such 
independent contractors shift- to thst of eaployees. This would 
be the best for both consumers (who would get quality crre at 
continued low rates) as well as referral services. 

Accordingly, we suggest that the Committee on Oversight: 

1. Cold a hearing on non Med lesre- medical reimbursement of 
private- Beet or home care providers, and focus st that 
bearing on 1) the cost ssvlng aspects for families, the 
government and the insurance industry; and 2) protection 
of the lndependent-contrsctor status even when quality 
of csre supervision is provided by referral services. 
NACSARS would be pleased to assist the comalttee with 
witnesses and information. 

2. Develop legislation to encourage the use of independent 
contractors in the hoce-csre ares 1) through tax 
credits, tax savings, and expense deductions for the 
families, hospitals or other providers utilizing the 
rervlces of NACSARS- type membera; and 2) through protec- 
tion of the status of such Independent contractors. 

We would like to assist the cosalttee on these cost laportant 
issues, snd would welcome your action on our client's positions 
relative to cost savings and Independent contractor a lr, the home 
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stakd^s or o T a tip?. 



Mergers will obtain and maintain licensure and/or certification 
according to state and federal guidelines established- Also, 
proper DDD bonding should be secured. 

Referrals will be se. out in compliance with physician 
directives. In cases w.iere sucn directives are not available, 
referrals will be poverncd by criteria in each State's Nur&e 
Practice Act. When Nurses Aides ere requested in a home, an 
RN evaluation of patient status will be completed vithm -6 
hours of initiation of care to determine whether or not the 
services ^eing requested are appropriate. 

a) Placement of referrals will »e determined and/or supervised 
oy a Registered Nurse. 

b; Companion/Sitter referrals will net be permitted to perform 
duties vi thin th* scope of nursing and therefore, a 
Recistered Nurse supervising the referrals will not be 
necessary, however, tnese such agencies are encouraged to 
seer, consultation arrangements -ith a licenses Registered 
Nurse . 

Nurses Aioes referred shall be reruired to have en accredited 
Nurses Aide course in trees vhere available. *lso. when state 
certification is obtainable, this shall be the critenr.. -n 
areas where neither of the asove is available, one year 
experience under supervision in either a hospital or nurrmg 
home shall oe tne criteria for plecemert. . 
In addition, it is ©referable even vitn these ir.civicue.s wno 
have ootamec state certification, to have a minimum cf 
least one year experience eitner in a hospital or nursing home 
unuer supervision. 

All nurses anc/or nursing as ■* ar.ts referred shall be 
currently licensed according state regulation; also. CPR 
certificates shall oe requirec in the areas vhere availaole. 
Tne agency shall t>e responsible for maintaining proper . e cords 
cf such licenses and certification. 



6. References both worr and character related should be actively 
pursued an acquired oefore any applicant snail be referred 
for services. 



A working history shall be V.ett and maintained including 
client n. «»s. location anc medical problems alone with any 
positive or negative feedback relating to the individuals 
perf o -mance. 
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The Honorable John Helcher 
United States Senate 
Washington, d.C. 20510 

Dear Senator Helcher: 
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The Federal Council on the Aging is pleased to submit 
its recommendations for amending the Older Americans 
Act dur:ng the 1987 reauthorization period. 

A rapidly increasing aging population and limited 
resources have presented us with unique challenges in 
attempting to meet the needs of older Americans. 
While most older persons are comparativ. ly healthy 
and active, a significant number require varying 
degrees of supportive services in order t- >oe with 
the demands of daily community living. F ies 
neighbors, and the State and Area Agencies on Aging, 
as well as others involved witn aging concerns ind 
services, have responded to this wide diversity of 
need. It is of paramount importai.ee, however, that 
the aging network continue to be supported and 
strengthened in order that it may meet the challenges 
of the future. The Council's recommendations reflect 
this support in calling for increased discretion for 
the network. 

The Council has long ,ield a special concern for the 

frail elderly," those most vulnerable members of the 
aging population. Our current reco._ -ndationi, 
continue to emphasize this concern by addressing the 
issue of targeting resources to those in "greatest 
economic or social need." older Americans who are 
minorities, low income, women, functionally impaired 
live alone or live in rural ar.-as aie most likely to 
De or to become more vulnerable than other older 
persons and, therefore, should be targeted at the 
local level within the parameters of the 
circumstances and resources of the community. 

The Council appreciates the support and concern 
provided to older Americans and presents these 
recommendations for your consideration and response 
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Federal Council on the Aging 



Recommendations on the 
1987 Reauthorization k 
of the older Americans Act 



SUMMARY 

The Federal Council on the Aging (FCA) urges the extension and 

reauthorization of the Oldet Americans />ct (OAA) for a period 

of five years. While in complete support of the intent and 

purposes of the OA\, the FCA recommends a number of changes 

that will strengthen the purposes and objectives of this 
legislation and enhance services to older Americans. 

The great diversity present in the aging population dictates a 
broad range ot options in responding to and defining the 
parameter* of need of these individuals. As individual 
capacities «nd vulnerabilities are considered, it becomes 
apparent that resources must be better targeted to approach 
most effectively the differences in level of need. Resources 
are not unlimited and those with the great ist need must bp of 
greatest concern. 

Needs of individuals are most appropriately determined within 
the circumstances of the community in which they reside. 
Although it is possible to identify generally characteristics 
that may indicate vulnerability of an older individual, these 
separate characteristic, will not apply in each and every 
community. Therefore it is the responsibility of those in a 
position to understand the capacities and constraints of a 
community to define the need3 to be addressed in that community. 

The FCA encourages regular incremental increases of 5 percent 
to assure adequate funding levels for all the Titles of the 
OA A. Each of the components of the OAA is a vital part of the 
whole and none should be sacrificed if the needs ot older 
Americans are to be addressed in an effective and comprehensive 
manner . 

The Federal Council believes that contributions based on 
ability to pay should be an integral part of Older Americans 
Act progrars. However • the Council feels strongly that *«ans 
testing should not be used to estaolish eligibility or amount 

of contribution. The Council has learned that in several • 
regions of the country a voluntary sliding fee scale has worked 
well for requested services. 

The OAA was intended to stimulite the development ot a 
comprehens we, coordinated approach to the diverse needs of the 

older population. The FCA believes that the coordination of * 

programs and services of both the public and private sector is 

vital to improving the quality ot our country's response to the 

concerns of our aging population. To take full advantage of 

all segments of the community, tne Council has asked that so<ae 

restrict. ons on for-profit organizations be rer.oved from 0Aa 

language* 
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BACKGROUND 

Congress has charged the Council with the responsibility to 
"review and evaluate, on a continuing basis. Federal policies 
regarding tho aging and prograas and other activities aftecting 
the aging. . .* It is. therefore, incuabent upon the FC/» to 
carefully examine the current issues regarding the 
reauthorization of the Older Aaer.cans Act. Awate of this 
responsibility, the Council has undertaken a review of the 
issues raised by the Adainistration. the national aging network 
?nd organizations, the private sector, other State and lo-al 
governaental entities,, and the general public. 

The OAA has been amended ten tines since its inception. 
Provisions of the original legislation ;ere extended in 1967. 
The 1969 aaendaents strengthened the Title III coaaunity 
services prograas and charged the State Agencies on Aging with 
Statewide responsibilities for planning, coordination, and 
evaluation of prograas for './lder persons. The 1972 aaendaents 
created nat'onal nutrition prograas and authorized grants to 
public and nonprofit sponsors for the developaent ot congregate 
aeal services. The creation of the Area Agencies on Aging wa- 
aandated by the 1973 aaendaents in addition to the creation of 
the National Information and Resource Clearinghouse for the 
Aging and the Pederal Council on the Aging. Aaendaents made in 
J°74, 1975, and 1977 priaanly expended the authority for 
continued program operation, and made a nuraber of minor 
adnustaents to the Act. The 1978 aaendaents further 
strengthened and expanded Title III of the Act by consolidating 
the social services, aultipurpose senior center, and nutrition 
services portion of the Act. A separate Title, Title VI. 
authorizing grants for Indian tribes, was estahl ist^ed . In 
addition, a separate authorization for hoae-delivered neals was 
oade under Title III' Since the 1981 and 1C84 aaendaents 
primarily extended the prograas and made only minor changes, 
the 1987 reauthorization period is a t *e for careful review 
and amending to update the Act. 

The following pages detail the Council's reco-nmendat.ons for 
amending the OAA in 1987. Some of the recommendations contain 
extensive rewording and redirection while other recoaaendations 
seek to strengthen existing Language or to emphasize areas that 
the Council finds of particular importance. 



Title I sets forth the objectives of the OAA. Ten broad <*oals 
are outlined toward giving older persons opportunities fo: 
partlcipation m the full life of the co-anunity. These goals 
are: an adequate mcrae; physical and mental health; suitaole 
housing; full restorative services for those who require 
institutional care; eaployaenc without age discr lainat ion ; 
retirement in health, honor. *nd dignity; participation in 
civic, cultural, and recreational activities: efficient 
coaaunity services; benefit fc°» research designed to sustain 
and nsprove r.ealth and happiness; and freedom to plan and 
manage their lives. 

.Recent eaphasis on increasing the efficiency and effectiveness 
of service provision dictates a systematic approarh to the 
above listed goals and the developaent o£ a continuua of care 
concept. Long-tena care no longer refers just to the 
institutional care of the chronically ill. There is now great 
concern with the prevention of institutionalization and with 
the provision of supportive services in the coaaun-" to 
maintain the individual in the hone for as long as feasible. 



T*e Council feel3 that one additional Title I otjective should 
be added to deal with elder abuse and exploitation. 

Language Change 

Insert the following as itea (11) under -section 101. 

(11) freedom £ro-a aouse. neglect ard -xpioitation 
in all aspects ot Jaily living. 
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2. POLICY 

With longevity resulting in more multi-generation families, the 
Council feels that Title I should enumerate services to and 
consideration for the family caregiver. 

Language Change 

(12) Support to family members and other* 

providing voluntary care to those older 
citizens needing >ong-tera services. 

3. POLICY 

The Council is aware that a oore concise definition of the term 
"rural" is necessary as this has been an ongoing troublesome 
problem in the administration of the Older Americans Act. 

Language Change 

Insert the following as itera (8) under section 102. 

(8) The term "rural" s iould be determined in all 
matters of the Act as defined by the Dureau 
of the Censjs. 



TITLE II 

Title II establishes the Administration on Aging (AoA) within 
the Department of Health and Human Services (DHHS) as the 
principal agency for carrying out the purposes of the OAA and 
administration of the grant programs authorized under the Act. 
It is the part of the Act which discusses the establishment of 
the functional units necessary to implement the Act., including 
the Federal Council on the Aging. 

Organizationally* the AoA is located within the Office of Human 
Development Services (OHDS) in DHHS. Congress intended that 
the AoA was to serve as an effective advocate on all Federal 
activities and natters related to the field of aging. With 
increasingly complex and enlarged programs impacting on the 
elderly, more demands: and pressures are placed on the AoA to 
perform its advocacy, as well as program administration 
functions. 

4 . POLICY 

The Council urges the Secretary of the DHHS. to provide the 
maximum support possible to the Commissioner on Aging in 
carrying out the mandates contained in the OAA. This includes 
the strengthening of the Commissioner's decisionmaking 
authority, flexibility, and visibility within the Federal 
establishment and the aging network wherever and whenever 
possible and feasible. 

Language Change 

Delete from Section 201(a) the words in line 7 and line 9 
"the Oft ice o^. " 

5. POLICY 

Extending the reauthorization period to five rather than the 
customary three years refects the refined state of this 
legislation. The Council feels the longer authorization period 
will allow for efficiency in progr*i management. The Council 
also feels that a longer reauthorization period will allow for 
substantive changes without the trauma of total reauthorization. 
To facilitate the five year authorization, the Federal Cojncil 
recommends the following language change. 

Language Change 

Insert the phrase, ", and such sums as may be necessary for the 
fiscal years 1988 through 1992" at the foMowing places 
throughout the Art: 
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In sec. 204(g) between "1987" and the period: 
In subsections (a) and (b) of Sec. 303, between "1987" 
and 'for.-- 

In sec. 311(c)(1)(a), between "1987" and "to carry out;** 
In Sec. 431(a), between 1987' and the period: 
In Sec. 503(a) (1), between "1987" and the semicolon; 
In sec. 608(a), between "1987" and "to carry out." 

Strike "and 1987" in Sec. 706(a), and substitute for 
it. -, 1987, 1988, 1989, 1990. 199-1, and 1992." 

6. POLICY 
% -.— — 

The Council ftels an Important role in its responsibilities is 
to nurture inter agency cooperation among the various Federal 
departments which oversee programs dealing with the elderly. 

Langu*ge_Change 

<• Insert new paragraph under section 204(d). 

(6) Act as coordinator to bring together and 
improve working relationships between 
all Federal Department* and agencies 
that deliver services or prograas to 
older Americans. 

7 . POLICY 

Given the demographics of aging, the Council feels that input 
from Its members serving on advisory boards of these Federal 
agencies or departments listed in the Act's Sec. 203, could 
pro/ide valuable gerontological information and viewpoint to 
such boards without infringing on their autonomy or the 
agencies or departments they serve. 

Language Change 

Insert new paragraph under section 204(d). 

(7) provide membership on present or future boards 
or councils created by those departments or 
agencies listed under section 203 of this Act. 



TITLE^III 

Title III authorizes grants to state Agencies on Aging for 
developing a comprehensive and coordinated delivery system of 
supportive social ser 'ices, nutrition services, and 
multipurpose senior centers. The Title III organizational 
structure is intended to form a "network on aging" linking the 
AoA, state and Area Agencies on Aging, other public and private 
agencies, and local service providers. This network ie 
Intended to provide the focal point for a continuum of 
community services as well as social and economic opportunities 
for older persons. 

Hesaarch and program experience have provided a much nore 
diverse picture of older persons than the stereotype of 
dependency and helplessness that has prevailed in the past. 
Most older persons are healthy* active, and involved with 
family and community. Presuming that these individuals are no 
longer capable of functioning in society when they reach age 60 
or 65 denies their humanity and denies society an immeasurable 
pool of capabilities and human resources. For these 
individuals with widely varied interests and concerns, 
opportunities are needed to allow and encourage participation 
in the mainstream of community life. During this period 
emphasis should be placed on education and implementation of 
y preventive measures which will retard and delay need for 

intensive dependent care. 

While the majority of older persons function adequately on a 
day-to-day basis, there are individuals who have become frail 
and, therefore, vulnerable to the stresses and demands of daily 
% living. The var ' *s elements which contribute to this 

vulnerability i widely from individual to individual and 

from one geogra> ie area to another. For these diverse 
reasons, the responsibility to define their needs should remain 
as close to the Individuals as possible. 
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Underlying the diversity of older persons and the*r 
circumstances, certain factors have been identified as 
indicating possible vulnerabi lity-- income . race* education, 
healthf and sex* Recent research indicated that other factors . 
such as living alone or the general mortality rate in the 
geographic a^rea, oay also reflect vulnerability. Age. however,, 
does not significantly correlate with vulnerability or 
frailty. The wide diversity among older persons and the great 
range in their needs calls for an approach to service provision 
that allows for maximum flexibility and provides responsiveness 
to individual circumstances. 

It is vi.tually impossible for Federal legislation and 
regulation to be sufficiently specific to efficiently target 
resources and, concurrently* be adequately responsive to the 
needs of individuals in various communities. HPwever, national 
priorities can be set which local entities may then address 
within the context of community needs and resources. The 1978 
amendments to the Older Americans Act began identifying these 
national priorities by giving preference in the provision of 
services under Title ill to those "with the greatest economic 
or social need." The 1984 amendments began the process for 
nor* flexibility in the use of Title III funds by allow-ng much 
more discretion for appropriately responding to the individual 
needs within the community. 

EMPHASIZING POg,P R Og^°RCA«I2ATION3 

8. POLICY 

The Council feels that in all parts and titles of the Older 
Americans Act for profit organizations should oe included in 
the language rfhere their particpation may be a possibility. 



Language Change 

Sec. 301(a) add nonprofit and for profit organizations. . . 

Sec. 302(1) (A) replace private with for profit or nonprofit 
agency o~ organizations. 

Sec. 302(2) replace private with for profit or nonprofit 
agency. 

AUTHORIZATION OP APPROPRIATIONS 
9. POLICY 

The Council feels that because current deaoo ^phics ucrtend a 
steady increase in the numbers of senior Americans and that 
Older Americans Act programs greatly benefit the socially and 
economically needy meabers ot this age cohort, the current 
annual increment rate of funding should continue during the 
proposed five year reauthorization period. The Council 
recommends appropriation figures in Sec. 303 to reflect an 
annual incremental rate of at least 5 percent. 



TARGETING 



10. POLICY 

The Council feels that some new language is needed to provide 
for better targeting of the vulneraolc elderly and sore 
flexibility for the Administration on Aging and State and Area 
Agencies on Aging to deal with targeting services to the 
vulnerable elderly by amending the Act as follows: 



Language Change 

Insert the following underlined language in Sec. 
(2)(E) and Sec. 306(a) (S) (A) : 



305(a) 



"provide assurances that preference will oe given 
to providing servicos to older individuals with the 
greatest economic or social needs, with particular 
attention to low-income ainority individuals' females, 
rural residents, those living alone, and f unctlSSSIIy" 

T«pima*57'5?w?wi35*aTncT?a"3Ka*iwiuarpr3p3;5a* 

a«tnOTV , 6T-carr7trig-ont-tfte-preference. 
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Insert at the end of paragraph (1), sec. 306(b) the 
following underlined language; 

"(1) Each State, In approving area agency plans under 
tnts section, shall waive the requirement described in 
clause (2) of subsection t a) for any category of services 
described in such clause if the Area Agency on Aging 
demonstrates to the state agency that services being 
furnished for such category m the area are sufficient to 
aeet the need for such services in such area or nay wiive 
MSYSS^MM^Jwi^!! demonstrates that'nilSrSilRB, 

5!.!!!2!5!Jri f i!I3!!Jr!?ri!;!rj5«5£«i?*5xa5ri7T — ; — = 

Flexibility 
11. POLICY 

The Council f««is that state and Area Agencies have matured to 
the point where maximum flexibility in the transfer of funds 
between parts B and C should be a part ,t the Act. 

Language Change 

Repeal paragraphs (4) and (5) of Sec. 308(b). and 
substitute therefor a new paragraph (4) to read as follows.' 
Uanguge to be added is underlined; language to be stricken is 
shown UU/t*ti) 

"(4) Notwithstanding any other provision of this title, 
with respect to funds received under section iQSlWUy 
M/AV. « State may elect in its plan unJer section 
M Umi1lt*Ut*lWt*Mtl*llMtl%llUt to transfer a 
portion or all of the funds appropriated for part C between 
subpart I 3M subpart 2 of part C, or for'BSS^rSZ'Sart B 



the area served subject to approval by the state Unit on 
Aging.. The Commissioner shall approve any such transfer 
unless the Commissioner determines that such transfer is 
not consistent with the purposes of this Act." 



The Council feels that any increase in Federal dollars is 
Halted, therefore, it is necessary to facilitate the brokering 
role of Area Agencies on Aging, to assure that they, as 
community focal points in their respective communities, have 
the primary rule in coordinate of all community and fanily 
resources, and stimulation of the supplementary sources of 
funding and services, by aaenJmg the Act as follows; 

Language Change 

Add the following subparagraph to Sec. 306(a)(6): 

"(L) serve as a broker in activating and coorcinat ing 
all existing and potential public, (emphasizing the 
local offices of those agencies enumerated In section 
203(b)), private, community, and family resources to 
solve the problems of and take advantage of opportunities 
of the area's older individuals, by stimulating 
supplementary sources of funding and services for them 
with technical assistance from state agency." 

13. POLICY 

The council has met with r presentative Native Americans tribal 
organizations and received 'tensive testimony on the needs of 
native American elders - <t\ <ence calls for relaxing 
restrictions on Title III •* ,ices for Native Americans who arc 
served by tribal organizations that apply for Title VI funds, 
by aaendlng paragraph (3). Sec. 602(a) to read as followSi 
(language to be added is underlined) 

"(3) Individuals to be served by the tribal organization 
will not receive for the year for which application under 
this title is made, services under Title in, unless tho 
2££ii£i!i22-i! unsuccessful or a Title VI servRf"""* 
j;}P3rSBt8-t5-I-TttI5-TII-38rvI28-M8a5a-37-Sr8rder Indian 
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U. POLICY 

The Council welcoaed the start aade in the 1934 OAA asendaents 
In referencing the deoographics of aging in Aaenca * 1987 
reauthorization language should accent aost current deaography, 
by aaendlng the Act as follows: 

Language Change 

Repeal paragraph (2) of Sec. 304(a), whic.i requires that 
each State be allotted as nucn under Title III as it received 
for fiscal year 1984. 

15. POLICY 

The Council feels that because added responsibilities were 
put on Area Agencies on Aging in past OAA Reauthorization and 
because the 1987 reauthorization will continue this trend, it 
is reasonable to increase the administrative cost of these 
local agencies. 

Language Change 

Section 304(d)(1)(A) such aaoiint as the State 
agency deterames but not aore than 12.0 percent, 
therefore, shall be available for paying such 
percentage as the agency determines, but not 
aore than 75 percent of the cost of adainistration 
of area plans. 



The Council is pleased with the active role presently being 
played by State Long-Tera Care O^budsaen. The Council 
recoaaends updating oabudsaan langoage by asending the Act as 
follows: 

Language Change 

Aaend subparagraph (B) of Sec. 304(d)(1) by adding the 
language underlined below: 

"(B) such aaount as the State agency deterames to be 
adequate for conducting an effective oabudsaan prograa 
under sectlo.. 307o) (12) shall be available for P 3 / 1 ^ *uch 
percentage as the agency deteraines. but not xor? MHT85"* 

jeTc-mr-cr-tM-c-tt^ 

Redesignate cla-ise (v) of Sec. 307 (a) ( 12) (A) as clause (vi) 
and insert a new clause (v) fj as follows: 

-(v) to the extent feasible, carry out. with respect to 
older individuals who receive hoae healtn services, 
activities of the type specified in clauses (i) through 
(iv); and" 

17. POLICY 

The Council understands that serious discussion is takir.g place 
to create a new Section 30 in Title III which would deal with 
oabudsaan services and duties. The Council supports this 
initiative, however, feels that if added, such a section should 
include a stateaent standardizing qualifications, duties, and 
funding of the State Oabudsaan Progras. 

18. POLICY 

The Council feels that with the private sector playing an ever 
larger role in providing services, funds and volunteers to this 
countrys seniors, in order to recognize mtergencratlonal 
dependency and direct that educational and coaaumty efforts 
reinforce the bonding of the generations, the Act 3hould: 
Add to paragraph (6) of Sec. 306(a) a new subparagraph (L), 
as follows: 

"(L) proaote educational and coaaumty efforts 
to reinforce the natural affinity and bonding 
between each comaunity's older individuals and its 
children, youth and young adults." 

Inserting into Sec. 321(a) a new paragraph (19)— and 
changing the designation of the present paragraph (19) to 
paragraph (20)— as follows: 

"(19) services to reinforce tho bending of 
generations: or* 
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19. POLICY 



The Council feels to define the word -adequate" as the Congress 
has used It in the OHer Americans Act will help to clarlf? and 
bring meaning end effect to the word 'adequate- as used in 
paragraph ( 2 ) of Sec. 306(a). which paragraph requires that an 
adequate proportion of supportive services funds alloted to a 
planning and «rvUt area be used for naaeC priority services. 

Adding to Sec. 306 a new subsection (d) , as follows: 

(d)(1) Each state, m approving area agency plans unaer 
this section, shall determine whether such plans provide 
for spending an adequate proportion of funJs as required by 
paragraph (2) of subsection (a). 1 

w {2) In determining adequacy for purposes >f paragrapn (2) 
of subsection (a), each State .hall take into conization 
the need for that type of service tn planning and service 
areas and the need for using such funds for other services 
of greater benefit to the area's older individuals with the 
greatest economic or social needs. 

"(3) In the absence of abuse of discretion, as determined 
oy the Commissioner subject to judicial review, the 
State*! deterainatlon under paragraph (l) shall be final. - 

20. POLICY 

The Council has learned tn certain jurisdictional affiliations 
trie AAA director has been assigned duties other than those 
dealing with the older Americans ict. Secause of the 
Importance of continuity tn the administration o* OAA prograas 
the Council feels It is necessary to require the following 
language change: ' 

Redesignate paragraph (6) cf Sec. 306(a) as paragraph (7) 
and insert between paragraph (5) and the redesignated paragraph 
(7) a new paragraph (6), as follows: 

"(6) require that the director or other principal enployee 
of the Area Agency or. Agtn9 be a full-tine eaployee, 
devoting all his or her tiae and effo.ts as such eaployee 
exclusively tc the work of the Area Agency on Aging. " 



TITLE IV 

Title IV providei the authority to AoA to support efforts in 
training, education, research, deaonstration, and evaluation 
which adds knowledge to iaprove program effectiveness and 
efficiency. The major activities undertaken m «iach of the 
Title IV progra- areas are designed to develop and disseminate 
lnforaatlon to assist decisionaakers and service providers in 
addressing issues concerning older persons. 

Understating the processes of aging and the changes to be 
expected in an aging society are essential tn the developaent 
of efficient and effective services for older person*. The 
research, training, and education projects required .o attain 
thii understanding are Jesigned and iapleaented through the 
policies and practices in business ind industry, as v *11 as the 
various colleges and universities engaged tn the study of aging. 

21. POLICY 

The Council recoaaends strengthening language in order to 
eaphaslze the iapor^nce o' research, training, education 
projec-a and demonstrations in both the acadeaic and private 
business sectors. In addition, funding levels should be 
aaiitained commensurate with past appropriations, with specif, ic 
allotatton* to all States., and sufficient to fulfill the charge 
of Tide .V. 

There should be > continuing effort to analyze, coordinate, and 
dlsseainate findings from coapleted and future research and 
evaluation projects in order to better utilize these findings. 

Language Change 

Acending Sees. 421. 422, and 423, to assure that Title IV 
grants, contracts, and cooperative agreeaents can be aade under 
those sections to or with for-profit organizations on the saae 
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basis as they are aade to or with public and private non-profit 
organizations. 

Exaaplet Amend Sec. 421(a) by striking Language 
indicated HM/thlH 



"SEC. 421. (a) The Commissioner flay aake grants 
to MtttimttMtMrtUtlttptMU *UMl 
ttilMtHUfilltt I IHtlUtttll and aay enter into 
contracts with any agency* organization, institution, 
cr individual to Support research and developaent 

related to the purposes of this Act, evaluation of m 
the results of such research and developaent 
activities. . . 



Title V, Coaaunity Service Employment for Older Aaericans, 
aandates the creation of "useful part-tiae opportunities in 
coaaunity service activities" targeted to those "uneaployed 
low- income persons who are fifty-five years of age or older and 
who have poor employment prospects." These prograas differ 
froa other Older Aaericans Act (OAA) prograas in two 
significant ways. Title V prograas are the only OAA prograas 
to include a means-tested eligibility determination, and the 
adainistration of these prograas falls under the auspices of 
the Department of Labor (DOL) rather than the Adainistration on 
Aging (AoA) . Although various Title V programs differ with 
regard to the characteristics of participants, types of job 
placements, and geographic setting (rural or urban), each 
project shares the same basic goals of providing incoae and 
employment, offering training and oppo: tunities for 
unsubsidized employment* and supplying public services to the 
coaaunity. 

Currently, funding for the Title V prograas is disbursed among 
eight national organizations (National Center on Slack Aged., 
National Urban League, Asociacion Nacional Pro personas 
:<ayotes< National Council on the Aging, American Association of 
Retired persons. National Council of Senior Citizens. U.S. 
Forest Service. #nd Green Thuab-National parsers Union) and the 
governors of the various States and territories. 

22. POLICY 

The Council recoamends n£ changes in this Title. 



23. POLICY 

The Council recoaaends one change in Title VI because the 
recommended addition of Title III as well as Title VI services 
to Native Aaericans appears to be the best way to broaden 
services to this segment of America's dearly cohort. 

This decision w*s reached after numerous meetings between FCA 
and tribal elders and studying written testimony all of which 
indicate!, that tribal elders need the benefit of the advantages 
of both Title III and Title VI prograas. 

The proposed FCA changes in OAA language will require careful 
cooperation between AoA. AAAs and tribal councils representa- 
tives in the writing of regulations ispleaenting sjch changes 
should they becoae law in 19*7. 

Language Change 

Relax restrictions on Title III services for Native Aaericans 
who are served by tribal organizations that apply for Title VI 
funds, by amending paragraph (3), Sec. 602(a) to read as 
follows: (language to be / .ded is underlined). Additional, 
recommendations for services to Nativ; Aaericans are referenced 
under the Title III section in this docuaent. 

"(3) individuals to be served by tne tribal organization 
will not receive for the year for which application under 
this title is aade. services under Title III. unless the 
application is unsuccessful or a Title VI scrvlCe"""""" 



aSapS?SSI3-C5-I-TrtI8-m-S??9T5S-maM-8J-S«~Mder mdlan 

T5*fl8C'r?S53flS5iysvJiis3i5TCftns?-3ia5r-inaisfl:* 



TITLE V 



TITLE VI 
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TITLE VII 

24. POLICY 

The Council supports the thrust of the new Title vil. However, 
it has come to the Council's attention that in carrying out 
programs mandated under this Title, States and Area Agencies 
have been forced to use Title III funus. Council suggests that 
Congress appropriate funds as authorized for this Title or 
.ncrease Title III funds accordingly. 

MEMBERS OF THE FEDERAL COUNCIL ON THE AGING 

Inorid C. Azvedo, Chairman of the Federal Council on the Aging, 
and Advocate for seniors programs. Elk Grove, CA. 

Nelda L. Barton, President and Chairman of the 3oard, Health 
Systems Inc., Corbin, KY. 

Oscar P. Bobbitt, Executive Director, Texas Department on 
Aging, Austin, TX. 

Edna Bogosian, Principal Insurance Examiner, Divison of 
Banking & Insurance, Commonwealth of Massachusetts, 
Boston, MA. 

James N. Sroder, Esquire, Curtis, Thaxter, Stevens, 
Broder & Micoleau, Portland, ME. 

Kathryn Dusenberry, Business Executive and Former Member 
of Pima County Board of Supervisors, Tucson, AZ. 

D. Antonio Guglielmo, Owner & Manager, Penny-Henley and 
Howley Insurance Company, Stafford Springs, CT. 

Jon 3. Hunter, Director, Region VI Area Agency on Aging, 
Fairmont, W. VA. 

Frances S. "Peg" Lamont, state Senator, AoerJeen, s.D. 

Tessa Macaulay, Consumer Affairs, Florida Power & Light 
Company, Miami, FL. 

Mary e. Majors, Private Citizen anJ volunteer Programs, 
Cedar Falls, Iowa 

Russell C. Mills, Ph.D., Long Term Care Gerontology, 
Center, Mission Hills, KS. 

Josephine K. Oblmger, Director of Senior Involvement/ 
m the Office of Governor James R. Thompson, 
Springfield, IL. 

Edna "Bonny** Russell, Ed . D. , Retired Director, Education 
& Training, San Jose State University, Atherton, CA. 

Albert Lee Smith, Jr., Former U.S. Congressman, and 

Positive Maturity-Retired Senior volunteer Program, 
Birmingham, AL. 

REAUTHORIZATION COMMITTEE 



Kathryn Dusenberry, Chairperson 
Jon 3. Hunter 

Ingrid C. Azvedo, Ex-Officio 
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Item 9 



VJL/UUU 
THEU^WERS^^YOF^MRt^AND 



CENTEP ON AGING 



Th» Noflonol Cant* on Aolng end DtoobOttfes 



6 April 1987 



Senator John Helcher 
Attn: Dlanna Porter 
Senate Aging Comal t tee 
620 Hart 

Washington, DC 20510 

Dear Senator Helcher: 

I would like the following information to become part of the hearing 
record for April 27, 1987 on the reauthorization of the Older Americana Act. 
I have purpoaefully made ay written teatlmou/ ahort, and have included a 
number of attachmenta which I hope will interest your ataff, and which you cay 
want to include for the record. 

My name ia Dr. Thomas Rose* I to i Reaearch Aasociate at The National 
Center on Aging and Disabilities, Center on Aging, Univeraity of Maryland, 
College Park, Maryland 2G7t2. For the pa at two years we have concentrated our 
efforta on underatandlng and planning for the needa of elderly persons with 
developmental disabilities snd mental retardation. 

Ulth oy associates we have written s nunber of articles about Older 
Deveiopoen tally Dlssbled Adults* We have been especially concerned with the 
plight of this underserved vulnersble minority. You will find useful 
statistics and other Information In the sttached article, and in an article 
that I have written for the Spring 1987 Isaue of Aging published by the 
Adolnlstratlon on Aging. In addition, with my sssoclstea, we have presented 
pspera sbout o'der developmental ly disabled citizens at a nunber of nstlonsl 
/\nd state conferences including: The Gerontological Society of America, The 
Orthopsychiatry Society, The Association for Gerontology in Higher Education, 
The Young Adult Institute, etc. 

With funding from the Msryland State Planning Council on Developmental 
Disabilities, we have Just completed an 18 month reaesrch snd planning study 
about sglng snd developmental disabilities In Maryland. We have placed 
emphasis on the policy snd programmatic Implications as developoentally 
disabled citizens grow older. Our flnsl report will be available in late 
April, 1987. 

As part of the Msryland study, The National Center on Aging and 
Disabilities st the Center on Aging has established a Hatlonal Aging snd 
Developmental Disabilities Information Exchange which offers information cn 
demonstration and model projects, bibliographies, and other materials. I have 
attached aome of these material) with this testimony. 




COU£G€ PARK CAMPUS 
Room 1120, francl* Scott Kay Hoi! 
Collaoa Porte Maryland 20742-7321 (301) 4544656 
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With the aupport of a nunber of foundations and organizations we have 
organized a national conference on Aging and Life long Dlaabllltles: 
Partnership for the Twenty First Century In June, 1987 at the Wlngapread 
Conference Canter In Racine, Wiacons<n. The participants will Include state 
directors of aging and atate dlrectora of developmental dlaabill ties/mental 
retardation, and repreaentatlve* of a number of national aging and disability 
organizations. The coaFonsora of this conference Include, among others: The 
National Association of State Units on Aging, The Uatlonal Association of 
State Mental Retardation Program Directors, The Joseph P. Kennedy Foundation, 
and the National Inatl-tute cn Aging. The final report of this conference will 
be practical and policy oriented, and distributed to more than 3000 
organizations and individuals in the fields of aging and develops. ,ntal 
dlaabllltlea. I have attached an agenda and summary about the conference. 

Finally, the Center on Aging has focused on education and training as more 
aging developmentally disabled persona are served by the aging and 
developmental disabilities networks. We have developed a state-wide 
conference, curriculum materials, two day work shops, bibliographies and 
resource materials, and have submitted a major training proposal to the 
Department of Health and Hunan Services. 

If there is any way we can assist your committee, please call on us at 
anytime. Thank you for making this testimony pare of the record. 




Thomas Rose, Ph.D. 
Research Associate 
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Aging Network News 

Serving all pcwoof involved with the concerns of the aging 



Spec ial Report 



Older Developmenialfy Disabled Adults: 
A forgotten Population 

fmt 

by Dr Tkoaaea Root and Or Matthew T jwtickj 



Mm* Note* k to ikody » tow* H iaiil knn lidiaaartOdacrPe- vdopaoM 9m aktady occwrcd or »errtc«. mfcbir by or oooro> 
i of dda tattoo* okjer Mh | i n U M ili um Aa otter add* »H> rtr 1 1 tnpaii aad oaatd rtMuapk. d* « 



paanncor Nai been canted owr tooo 



•ktod«Nettf»«toeMt*of*» do* «kk do*** adapt** be- oU opt Tkr fca*ekm cotod ke Maty Ptopk to at to* of to> 
t ofd* pcp ak tioo kecoo*a batter tor oca* tow la cktotoood ajtetoaaioreo^d rowan aopoara 



« mmm«< coacxni fcr *c to«o«i«f aad art caMad over too n a tod rtwod * — ■ rr t r n fi m fi i nrdn aiaa 

rcaaaaa. Tkm to erfecan toat dd» IIbi to tpx* dcalof nrtebftry M o*ry toXMca oU apt *■ coa* 

pty a kiloa »• ma*r torn Ho p. b i tonto i ieM»f , dtoi H ai todi i da ak poaad tot arokfaaa thai dat to* 

•Ut « mm «d Mtoto Irak ofco kwe teadar IQ li u k i i toii t » rttoad wfl eapoteacc. Ac otocr 

*ert to mo coktreM pokkc pokey d u ll la« Ifad < n i hj pa MM. ktoo era** k wfl ten* m a* Tajdtoir wl» art 41 10 64 yean of ig 

tow ildiiii tor k ww a i d k— d ihrni r < do* ton $7 pcrccat of wkm toe cfemofoM apt motor* -ckfertr- toutowjiH dJaebtrU 

tor tcmco. ft cood h. totoproap ap- too** tedMdaek wkk wmJ mar- itoktpiraaojtr* coatldi il penoaa, tooae l 

poamowaktopa dto propo r tlo — it datfm art atoftr retarded. Older adatot «n* ajeatal rcttd* aar 45 or older 

tout of 



ttoaora < n » T l f i | wi « H — tl j art No*> coaeeed toai wwly rr- 

la—y n ioa t ii kkca^fotcktaf tvdcdpmoMartMbKcttoprr-M- 

aenteea to okkr to iluii a nm al ) Ooke* tonte a w iH fcdi tt l t ite- fcoedbyaak^Tkrrwwd ilr^iwr em ato« Akkoapk tfdt e«y be d* 

dktoted atotoa Medio be ttox ted U w *au u iL .a»ofaaek r* l*oc 1 «odaf*roark*kt>o^ac*kksio caar, k to not baowo wfcntocr tkto 

m*cnm* ktrkaa—y of torn coodMoae a» aaataw , r i r ik r H oaky, ocoapjr tocktor-tntr ofeeppori phiaumaua to dee to tot edm» of 



ac e* o fl« aa * pfoajraa»d*r tare- or etaar I a I j n (*ack aa ketofc care, n aoa g ui ia du », aad oewfr fccton Maocfcaad*kk<trototton»a 

of 



tadKOcwkcriOMtoMrofANK mt tearteat, U IH|. ttd koto WkwoMcr wiaiatj retarded aad Down rradroaar, a ***» omc or 

toe aatotm. la Part 2. *« amtdt dtatocaa oad Ml afc m X Woo>tw. <i vr t n >ai m l j dtototed ototoa art mm** uwtmn. do atr prt—- 

aa wtmrw of -ttoaai la k k U i u mgnm aoaacoac tot oat of totar twety tnk ip f i l *ty - iwtfr Maty of tot hdMtotoh ap> 

aadaMtiaomaKocTKtMtoslitoc n ikil i ii. to— root Wdy kWr rocthc otcdad amtcca to* ocar older ty tor Moc tory art a; 

li i l u a n ai aad oftmtai of pro- awandw toryarcajo^rtavdad mt mmmk of to nf onouJ dto- 



» to nho aiiajdlj or dnrto paatwdl j dkakfcd to aMkJca aemct ojndca or world- if dwito n a ^ i fck kttooc rt d . 

dtodJcdrdakTMyldcadfykairtm aM«y toMaacr^dwcoodWoaadoM cn. ftawt, far tot uportry wlo Dr HcoryU Ttontondri Dtotoor 

lor nto afBitoiooiai l aafj i iioi ji arc not armt t a o wf k to dfcet oor art teat ktpaktd. totrr toa yowk » n " lrkywiaid ntoatiim t 

la mkkto tot dmtooaaatd d> awl ikitteoawaiaadcaaardxtodV kdkf dMChry akcwMbcpariofdK o-tr mcarck actoMfen «t oom av 

aotodn atnlcc dctotry rytata* rtdoaliokrkandkappcdorioayiiot mm* »m*ce »wtwort that prortda veadaatfc* <kc kto krr*cm Oo«-a 

cotoi tory a par to tf to tp aid toe km bctn naajfatrd wnui after proa/am far oto^okltraduka.nai irwdroaaraa^Aitoetoaertdtoraic \ 

aaMf»m,»t. ctaktouod »teo gnwih am) dr km bang aUr » «cx:m a* war p red to p o M d oto to or!) aajnjt aaaoog 



ERIC 



203 



199 



prreou* whh a icnfcywm <fe 
aW*) other dMn nrnuifTurdation 
tut no* been obaerved 

In moM am. perto* »** a toe 
ton dcvchamarnml aitaabnuy wtr 



group, ore afrctcd bj umonr btofeg- 
kaL wcML Md paycbotogjcat aapcra 
*J*g Oaky kvtag at* tfvnunc 



«t*M*rd to be between J wo to 
5 000 penom (Mi a airjak percent 
age are currently being aerved 
through projrama to the Rut to 
»■») auto. d» dumber of older de 
•rtor-wrnuih. dnobkd aduk* at 
proponfornl to the ovtrd number 
ofotderrjcrwmiatbcaute In other 
•Mtt there appear* to be a prater 
niunber of older developmental 
ImHed ptnm Tbn phenomenon 



Thote penom who ha*e been db 
aNed all of thnr km but arc moder 
«*|)databirtcmaMhrcr) participate 



■da* day care a r nl tod ept i Mh a t ln 
tag or ahchercd b an ti ng and other 



rAwmt-bmed proyp now»ng m 45 
atate* Other long term oommuiun 
"ntag* «ctode adult hornet fourr 
**°) cure apartment* tni artvp 
borne* Spectakaed and generic re* 
*otial and day arrrtce programs are 
** b» a vartcn of 



Hurting hornet and other form of 
taUMtooal long torn care can be 



According toOr Manhe a Jamcfci of 
the New York OaVc of Mental tew 
datton and DcacJopnjcaml Dta- 
abhtae* and curren t aa u nt marcher 
at dat National lanm ut on Agtag. m 
hat been eammacd darrc are be 
r**m JOOJOOO to 900000 older 
ad«fcs mmon*.»c wtth a dcwrJop- 
memal lum ir j Thn aow thai 
about 4 out of every IjOOO older 



aa Honda that km a htoh ami of 
■omajrauon of older a0uk* 

Thrre hat been duuonue over ahe 
yean about who ahould provide care 
to dm frowwc population of older 
adtuu who are dmctopmcnuJh dis- 
abled There h nuch to learn about 
«bfj*n*t*mietanddulrrenctttothe 
electa of the amng proona upon 



and aon^dtaabted older popvUtion 
Or NarahaSdtaerofloatonL>nr«cr 



dnt the .-atlon* older population 
wul do u bh wnaaathc«ext30reart 
There wM aho be a ctanparablf b> 
cream m the au ua ber of older aduaa 



>njae for dae incluaton of oMer Je 
*T*op-enufly dnabard adtka to 
g eneric prop u na and acmcet for the 
c\xy aduk while thoae «ho are brnr 
dafcrence* fcror apcetoksed pn> 
frnm 

Unlnue rhatlraajti n> ahe ngM« 



for thoae penom whoar databttry 
toMore arverc or whoar phytic* 
condakou require* bearr care, ten 
<— b; obtained ftroa the «c 
vcJopamntal dlatow. Ua terrier tya- 
*m DoTtopiwtnutty dtoaWed ndi 
*Muafc wkft ranrtoal swncitanaj akkb 
ate older aduto aevcrcty tomactd 
byAl th rto u i^dtoane wdfneedcx 
wnahY aupervwon and apeaahaed 
care 

Over the vcan there have been a 
nudta tu de of waya to which ore war 
nrotided to the de^TlopuarnuOy dto- 



*»ded by Kate d cu c t a p na rm al 
abdft) apjenciea. 

hv 



to Marytoad. arrntdtot to Or 
Thoaaaa Roar of the Aaaac and Dw- 
abduy Propram at Mnwaaoaatr) Cot 
kfr the number of older dr-vetop- 
menulh duabled penon* mrr SS n 



Aa Anamcam h*e tontxr ao wtO 
the teajmeni of the popubtion that 
hat developnatnul daafoHJUei How 
«rr theae toOM&ak pmcnt a 
chaUenr to thoae m the 



care realdemtol aajanaMont. audi aa 
the intemerSate care toclHoet (ICF- 
« I utdtoed to manr man and par 
Hail)- fonded by the Medicaid pro- 
tram baa been the arvorrd form of 
tm$ arranpt u K m for the dtrdtp 
•ouaD) Oiabled adult Hourver. 
wlrh the yeater atpnaaai on de-to- 
arrjitrwalitaoon and auppon for 
coinmurury -baaed amton. the Kf 
MK rxotnan hat auo becoaae a kind 
tag tourer to wufl euaily-ilie.com 



**»y older devetoprornolh o> 
aturd aduJta Irre u-Jependerttj, * 
•VvcoMMwwr) In mam touanrc* 
they continue to ar e ni d i d at a older 
P**"** Thh 'aptog m pace" in 'ht 
individual » home can caine unique 
proMema and concern for hit or her 
fcma> The natof problem with both 
rwrte and apcctoUaed pronrarm r» 
the nek of adeoume propjamnunp 
and ajndtog for demopmemalh oV 
•bkd todrvtduab aa dan become of 
*nr 

Tbn problem U forther cum 
pouaded by the unique nature «rf 
mewtJ reurdatton and of tome Or 
**top»f*al dlaabntrjea laaarme 
bodipajuua and their older detehm 
•entaJh/ dunMed child are m need 
ofaajajtancc heenta are often time* 
•unrated m their attempt m ftnimj: 
artaprno (o retpond to (heir dr^iirxi 
needa In many toatancn pub'w. tu 
dwrtoet are lli-rouipred io corurooi 
the problero rncouMered hs ihc 
■nuh of a dei ekjpmeniall* dtsjN 



h»«l I** UUNmMNn, 

•duk in other toatancea. * may be 
dar rem* of Meal cormratota aVtaf 
Vird apto g ay m lwmbydarirrehK 
wee to aerre bamheapped penom 
The CfcuJfenne AJacnd 

M many tonancn. the older de 
ntepaaeauad, tfhnUed renco can 
rmoc arteto parrntt. retotma, or fcu- 
m parent*. Two ajeneratton armor 
c*J«n anauurt art not ancommon 
to theat iMnMtan» The aurema or tot- 
ter care provider are often tune, to 
d>eu arveotte* or ctojnfc* and are be 
eomtg p iopn a weff km able to 
care for darir aptag dr^elopmentalh 
duabted ctnld 

Tbrrefoee. it u unoonam to ad 
drm the problem encouniered m 



dtear MmlUet New comnuniry 
bmed rcrJdenttol proprama wfl hare 

to be developed at the local level 

As Americans live 
Umger f so will the 
•cpnent of the 
population that has 
developmental 
disabilities. 

Some UO percent of mcnu») rt 
tarded or othcrMtc o^eloprnemilh 
dhabled penom -vffl eventuaih re 
quue tome .ype of nVHered lamp 



■Wgemem Other aervicet auch m 
retlremem Manmng. arnior cemm. 
and day care can be toaotMnental m 
prmldmg aaMatanre m nutrition. 
***** care and recreation for the 
older dfcaMcd adult 

Thr* nrouth of the older mentally 
retarded and developmental}) OV 
n^rjopubMkmaiareallr) that mutt 
be recognucd by poke) maker* The 
pn**ema encountered by theae 
okJer aduka to arcemtng andobtato 
tag needed aerrlce* mutt be addret- 
aed to a humane button 

An Information rzchmgr on aging 
■nd developmental dttabttin towet 
Havaitabletn contacting Or Thonm 
»<ne and Or Marthe* 9 jam. Li 



It 

Center on Aging, UMreriln of Mary 
«»< Coder ftrt. MO W42 

Thorn* Ootc. fttD H Coot- 
*nror of the xntaj and OtoMn 
"ogram ar Monanjaaen CoOepr 
*oc**e. MO Near nbo Co-Duwor 
cttht Antog and Ocrr*r*enttl D* 
ft* 

fct ar oV Ctmet tor Agtog ar a* 
Uah rntr r at MaryMnd ar Cokege 
M.MD Matdtew P /amrto fttD. 
* currrmfy a Jot-ph P Kenneth ft 
founOttioft Pubkc *ooo Mkm tx 
** Akeforad kmxuic on Agum, 
•fOVada. AiO Hetko aermm ft 
factor lor fUnmng m the Se+ >orl 
Sute Qflkr of Menu/ ketardarfon 
tnj n^xiopmenul OubikiKt ffg 
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fcy Dr. V omm Ho* 



Dr. Mntobew P.jMkU 

f| ufc tWMt In fl» njfrto netmprr. 
art Ufctoj en towmt to «■* P*w*¥ 
number of hjtoft dnrfcpmcnulh 



act. an e»plow»> erf d rn wnat rett o n 
project*, cafcwm, id dJelu pr 

MT* 0**fT devd"- *nut> d*- 
atMaddtfc 
hi If** 

Atonal 



♦ Vj»iiij4 and Disability 



Older Developmentally Disabled 
Adults: A Call for Partnership 



The federal AdMtatanUom on andretptter-c IWh inMJaaoort 



wtawto to — » lnnwathr 
pnjm m / H dajicted to *He okkr 
tV^ita^nrotafr ***** *** t* 
pern Iron toe icrd* of av^oprtcn 
ul dtwNtow* and pirwitaljfv d» 
cwwd mcH took* •» toneriap, to* 
pendente i»p a n dto > tnwofr<ncrK 
w— M»> .Ttonrcrv emihr prvt- 
e/amnwdrt*ccjr*«*tn? jotationof 
(he dnTh*ntent*#) «MMcd adult 
pmttonp carr rrttouut children end 
ejandtttodrf n andtoattrtoFrctatlon 
rtor* bcrmrm local. eu*e, and m 
tajnal orpaniaeuon* comcmcd «*h 
die older JnttopMtmaB) dnebW 



Atone provtfed toe tondtof lot i 
Master of drinunetraUon arofm* 
ton**etntcd to daittwi pam of toe 
coiav) 7V tancrn Lot A np rlrt he- 
ejonal Center for to* D ui tojaain 
Jr> DaWMrd rtctrved < « a II ftp, to 
•Ian and initiate nmcn to older dr 
%the«acm*n> dnahicd rtopanl r per 
torn thrown* die tou toant c n t of a 
ajmrrtc amice nctnork. toetertnf 
local weranttM cooperation, and 



in Vakham Menirhwrm pttwk 
dam and profeMtonalk arc traaietf « 
nraa)atdJriwm«ir>ofMnnoorirt. yrwrK aee a i fm t and ctottat cun 
crttdtoitt»|ioc*p*odthrtocto] «**ton techniqm ttoJn* w«ai 
tupportnerrnnt ofctderr, deretop- cejeen t*« aptctt necA the tJdcr 



tare brtn tonded b> the Weral pm 
crwnrni and toe pm** trctur ro 
watoaie aMM*K*r approach** to 
mm** dtr whom nttd» of the d* 
tTtopirwMafe toaabko adult 



The tan Am Aprnq on 

Aptop rrctrrtd k* tondtnj to develop 
toe care paiMto$ Sot nml ctdcrh 
parent* ««h dnr^oprnrnuih dbv 
aMrdcMMrtn In Bortda. the Oade 
Ox*) Aa»oci*tton tor Retarded Clu- 
ana rtcctvtd fend** to dr do© un 
kjfnbcT»Trnnortdak«tcnuirrur 
datioa and antna and adwh tervfcx 
proildm to Mitac aharrd dc> prr> 



Ad toC 

■tontonjt to Jntefwe ttm to tor 
tocal comaawnniev 

The private aector ha» atto been 
artorr to tondtojaaodd •eotcct* Tfce 
>aarph t Kraned) Jr round* ton. 
knoftTi tor IcadrrtoJp and actfrWo 
to oar area of atonj md natntal mar 
dadon. ha* landed atvertl eJeajotW 
rattonarofraMk. to one project at tor 
intvcr*) of Akron in Otoo. Sentor 
f i K nda a erve at conaj i anto n ttw older 
dnrtopnwntaM) dJaaa ti li 1 perron* 
■ » aa » atotootoairiin|tn«woprta>r 
arrrtcr* in the local apnjt nemnrk to 
another dcrnonetraiwn protect. tV 
TrfVaho Oder tortw in Sow* 



National aaaocMUomtonT become 
mx of the prohlcaa* of the dr 
vdopn«4tat> dtotokd aduh and 
km unen a lead in the dtoMtonaiiun 
of naVjrnntton. toxh toe toemm 
Aawclatlon on Mental Orlocno 
and the Gerantokajacal k»rrr« t* 
America fc*ve erubkaheU tpetul 
■ a rrnbet toto arcoont to addrro tfx 
aprctel nrc* of da» oubpnup ul 



Such or there prtdrtaloral tudctio 
lane ftcoffntord the hnponamc t«i 
pmvtdr a fantni tor the exchanpr ul 
reararrh MHcomea and prupram 
pranlcn hetmvm proMUunab «ith 
a deal toMcfM to prfontotof} and oc 



nail- i"- — '"—"I ' 

Ftotfr) at tor EunkcSirrm Center 



mtntotito"' af toe National Atwta 
Hon of Mate LtoM on Atonp and the 



ERJC 
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uftctvtcc- 
ta mm be noted dial in mam are* 

r uixT^" "^ r^r** ."""T"* * "■ rTTT ~? •* ■* scato 4. aHucau: 



^^^X^ 0 ^^ il^STlSir"'^ ^^^*"™-™*br rftmfct . 

mo T P ** wrnMf yt *«cio»»rfi*Aaw*a»<aiinT> cow* imerrued n ih» r>pc of b mm be noted dut in »m »«. 

w^.c^.i -rSaTStrsss 



IrwJ hmMmm +r . " - -~ tftn y ii mWy H uhtrd older »duh* 

fcr ajroamln$ At* IMbMaJaajnttcn on On-doMtrntal Tknr »~ ^_ 

ifrgTirrtr* 2^ B ^d£-r XSf&sz.'z 

gsajT-STs ^jsrasss scMscrtr s^^rrr^^ 




-""TZ-jXTZs. rcSn ^SS? 35 * 



imp or <mio p n > »> i fc a hk d What 
*~«^ TotfdieEartklpani had 

Mpn to act * wian» r 
lorvdncrthk Inexpert 

H it — — ■"" al add ~ " torn ITi^'l iTLi^^ ' ^-"^ -j— m. aevrme* ana enct and fear k* b) aw ten** art v 

pssssssz r^uss :sSSkS S^kklu; 



P pruaw for Krvtonj |oom anmMl wort plant, and encowr- Wtf nrrA Jifrfi_> -lLI_" Zj77_ *_ , ^/ iu P w%t ^ uih 

-Nrcidrrd^fo^M^dMbW ay cooaemtonand rnn, uaof ^^^ M ^°T er . ^iS^Z^li^ 

•** wnktvbtiwtfntoolanjananddt. mtntalfy fCteftfcrf tod ^SSiZS TTit"**™ 

AJ»xta>n*t«r.anaftonn1cor> wfaatnrntat danbdm anm±» dtftSoOUKimDv TLT? ?*"™ 1 ****** 

torenced^ion^dlm^of n Mew \<Mk. dar mrnflcr on r^M^n ,7^7 . , f iZa^t^I^I^ 

rr^^'T — - -T» Tnif It nmi diubwnnwai mmMt »PCf90O CM he riaaiand atrvfctt prwidrd dwnaaft 

y** y * « Mt^c^k^roafemedio «ef by modifying Z^rfi Ttf tVi 

ComWc Crurr m Mrntdy »Mbamm.ndft«e»ed CSdtiteflmnUB l!^!^?^!^ 

lia^ActordftiiorJrEdVa*) .reponeniMrd-acfeniornVCon> ^^S^ZOT T^Z^^T^L k. 

Ai**ifo e die I nhtnlr) of Man- wn^on JMandDmbmeMal ■ 0Oe "*** ltf !^™^ Fo|ran» pranlro b% 

^Cenier on AbM><»ne of nv Oii*-bik*-Ind*rf|«t^ aWff a^^ attXttW fc> d^STTlI^I'" ^JT 

n^^fd^^dVrrnre.nV^ cnanajr» in MbMc ntdKy 10 rtdnrr tmm^mtod ZZ^££££Z!?L 

i^^pmidrafcninikrabr a,m« a^Tlmtlw lam been Men- ^T ^T T STj^ ^T^ *??' 

n«fon» anbJk pono leaden io tided AntaMw H m h fc c onA umr fm * C **~ ? T S? *' ^ ^ 

^^^W* on •nTfoonarnul «v SSf!^^ r" 1 " 1 ? 

nni0^in.cbai l nnmo«yemhTnv abi^andadrinnrMTn^nroieci TTrrfr bare bn. a—r ■ 52j ^* prmM> ^ 

Mminen* «d »*l «-n^d^«^^nl^ ^*^£Z2££Z 1^2%"* ****** 

-*^<nh**temc>rr*>.m >|nMK^ M n^a^prmidm ZTZT^S"* ^ 

^^07^"^ it^il^^S ^^^^ ^Vntn^ 

tooT^^M^ ^c^'J^n^ SSrT^^^ 

acxT^nk.. national <tenrta#owr — — — . i j nJZrJ^ZZ^^Z rnnbernn,>e nam 

abMUki f tn r#aa awlEtTilr^ni ,i memT^ ^ ^ Uawl ^ ,Wuilw<Mf careMnTprmweirttlAcinine dc 



- DnnbdMen bdbrniation a — ~y- g — rrfmtu* ^^. ^'^ <,lw ,<, y , * v > t l ? ni t a ia idM<nbtie»t)ttcm Ftnv 

^) waMM n. M . T^dStr^ni ^^gStlt? jlSg^l^^^r! 



riKCrMcroni^aTawVklZIJv " w ■»«yafca W n>dn? < tw l0JM t wa M y net 

nTSTT? >VUnhTrntr boib »e pnbbcand arvrate arcw » dtabled older adnh* In nm«7b> to t 

"L*^"**** ^ m t-*rn**ton Acnji *r annm, It to dbr m> — rffM alto 

iTl£a^Si!=5r! ^^^cod^and ST^ ^ aS 



ofnmlnwbldi 
for 



I rttoabltda 




aaj MnanHt tor abtnr low 
ftotowM <o ma t n m t om to iwk Ni a 



ycS^c?2a^ts "ts^^'z™*** •^^rs^^ 

S^S^b«ZSl? ^ Unlmto rr afMtoa o^^ dr >dd<lilMtl>ito.n Mww 
■MM Mtc and kMtcajnpbic aM- ndoiaaj an awearated rwrtmbjai aJbieniad to am ajmctoa cn a#n. 



Inndd^^daTMbrnM^^ P^^Laro^to^ ^rMtrrJ^"l , ° ^ TW Otdtr American. Aa >c 

nsr^Sd^ SSr^ 3 ^ r^r^r?^^ 

m HMWl MAarnMHlon E» Mrf of Akron to fcom on caaaa nato> to — - - ^_ 

cbantc. oraarani bdbrntatJon can be 
tnaadlna i K W atdd hjUu ncntldri 

iSSS :S55 =~ Sr? 
rau-sS:-r S5S5SS SSrrS 
^r^rr srrsS5 SSES5S 




;20(« 



7A-987 0 -87-8 
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rnt iocft «4 abil»<\ M*m current (kid pwncw fc y m rtw m of 
prmMor* erf the Act could pnntdr <«ramm Mdnun 



themcctt*«r»for»KnKnicrpft>- An tafaraMiuN rxclanjc «n t0n* 

titton Md developmental dubtfrn *wuo 

Uck of undrnundtni Aout tfw fttvftUblct* conuctlntDr TnomiN 
Otdcr AmcTKmATioflhcdoTtap- 3Md Or Hatthro P Jomci« 

«rou> dirbttiuei provider md i Cewer IWmmy of mr> 

lKk of fcnowfcd»r *o« mmH ft ML Cotejt fftt. MO J074Z 
wrdtioo rrdyct tfvr i n miH— Hoc of TfcMMi «0*. «U>, ft Coor 

bierwoorUvmfrMciM dfcwor of«w mt Ombiktx 

The exponential grow* of d»e rYqpmat r MovajoaKr) Cbftrpr 

older mcittalr, retarded Mddcvctop- *x**«r. . 9 He ft OoZWrwor o/ 

mc^dft^kdpofMtaboRtotfect «r A0 h$ md ft rrfeyMMg Pft- 

Currcnd) four out of «my one dWn ftenrc* and Hmt <m$ fro- 

thouunrt prop* mt apt "* /ecr * *r Cr«er tor A#ft« * oV 

dr>rtor«KrNiIrfdft^^TWprob- l*rfm*r> o/ MrjW « CoaV»r 

lew faced by d«e older todfriduah f*t.«D M*+rw r Jmxtl l+D , 

te Kmn o t m nkdK fUcun M bc ft currentf) ajwcpn P Kemtdyjr 

MdrtM to t huiMfte MttQ* Mec fouwftrx- KtAc **c> m 

th^dctrreryofiwMrrMaroftCTv *r Nwom/ JM*»r os Aft*, 

tm wMch include day p«>|r«n- ftrtnodc *9 irftoimiita 

■MicftdcniW and beak* audio, iwor tor Hwnft* ********* 

ctaiicn^cwbeacco^tohrdb) Smc OaVr of Meat* fctantottoa 

mckfintitKrM^extft^dcttvtrr md De+t*opm*K* DtmHkoer ■ 
tywrmt It would be tflMuiDr bene 




ERIC 



203 




COLltQf PARK, MAAYLAMO J0742 Ml/H MM 



lHIYfGOTY Of MARYLAND 



center on aging 



January 1987 



ACING AND DEVELOPMENTAL DISABILITIES INFORMATION EXCHANGE 



Dur Collaaguas 

Va bara davalopad * national Aging and Daralopoantal Dlaabllltlaa 
Information Exchan^a. Wa can provida you wlths 

1. A Bibliography of Publicatlooa - Artie Ua and Booka 

2* A Liating of Coofarancaa and Maatiaga 

J* A Mating of Danonatration and Modal Projacta 

4. A Mating of Otbar Sourcaa of Information about Aging and Davalopaantal 

Dlaabllltlaa 
5* Conaultaota availabla 
6* Audio and Vidaocaaaattaa aval labia 

With tha cooparation of tha Ana r lean Aaaeclation of OalYaralt> Affillatad 
Prograaa for Paraona with Dava Xopmantal Diaabilitiaa v no at of thia Ufomatlon 
•ay ba accaaaad by aaabara of SCAM (Sharad Coanmnlcatlon and Aaalatanca 
Katwork) on ita Mactronic Ballatin Board (Addraaas NTT* WORK)* Maabara of 
SCAN may aand naaaagaa to our E-MAIL BOX (Addraaas Aglng.ProJ). 

Wa would appracUta any and all Information you bara on apacial projacta 
or danonatration prograaa, apacial a a rr lea a, intaragancy agranaanta, 
curricula, coofarancaa and aaatlnga, raaaarcb projacta, and apacial 
arrangaaanta ralatad to tha aubjact* Anything you aand to our Scan E-Mail 
addraaa ot to tba Can tar on Aging will ba intagratad into our information 
ay a tan* 



Sincaraly, 




Thomaa Rot*, ph* D* 



Mat thaw P. Janl^tol, Ph. D. 
Co- Coo rd lna tora 
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SS HOME CARE 

MASSACHUSETTS ASSOCIATION OF HOME CARE PROCRAMS/ 
AREA ACENCiES ON ACiNC 



April 22. 1987 



Craig Obey 

U.S. Senece CoaalCCee on Aging 
628 Hurt Building 
U.S. Smatc 

Vashlr Con. D.C. 20510 



4 U\~l Uttflt fttrrlM* 



trl.«*U*r UUi t 



MtH Ut»t ttrrlM 



Dear Mr. Obey. 

Ac Che request of John O'Neill. ExecuCive Director of Soaerville- 
Canbrldge Elder Servient. 1 am forwarding to you background Information 
on che unique syscea for coordinaclng long Cera care services that 
exists in Massachusetts. 

The Coaaonwealch of Massachusetts has appropriated $114 nllllcn in 
fifc «1 1987 Co lapleaenc les hoae care prograa for che elderly. This 
hose tire syscea. which currendy is serving an average of acre Chan 
45.000 senior citizens each aonch, is unique in les structure and 
range of supporclve services. For exaaple: 

*che hoae care syscea is lapleaented chrough contracts 
w'ch 27 non-prof ic corpora t ions chroughouc che scace. 

•each of Chese corporacions is elderly concrolled . SEZ 
of che governing body of a hoae care corporaclon. by 
sCaCuCe. ausC be people over che age of 60. 512 ausC also 
be represencadves of municipal Councils on Aging. Thus 
Che sysCca is scrongly-rooced in Che local coaaunlcles 
ic serves, and is. in face, concrolled locally. 

*che hoae cares are financially disinterested , i.e. have no 
financial InCeresc in any of che service providers wlch 
whoa ic concraccs. The agencies can advocace for che besc 
service plan for chelr elderly clients, and cake lsparclal 
referrals vlchouc any financial confllccs of Interest. 

*che syscea is case-aanafted . Each elder is helped by a 
hoae care caseaanager. There are nearly 700 such workers 
in Che MassachuseCCs hoae care systea. These caseaanagers 
assess and auchorlze che supporclve services offered chrougn 
che hoae care syscea. 

*che h^rae caret offer a range of services , froa hoaeaaker. 
chore, and hooe-de live red aeals. co personal care and 
soae llalced hoae healch services. A alxCure of social 
and healch services are now available chrough che hoae 
care caseaanager* 

1 aeidon Chese polnCs because 1 Chink Chey are geroalne Co Che Issue 
of how Co racionally organize long Cera care se.vice* for che elderly. 
Our experience since 1973 wich the hoae care delivery oodel has inforaed 
us In aany ways abouc whac kind of a syscea we don*c wane for long Cera 
care. The feacures above are poslclve aspects of our syscea. but we also 
know whac we wane Co avoid in MassachuseCCs: 



(Over), 



''independence and dignity for elders 



it 
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SS HOM 



CARE 




MASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS/ 
AREA ACENCIES ON ACINC 

Maeeachueette Hose Cart Syetes, p. 2 

*long ttra cart atrvlcet ahould not b*cem« "ttedicaliztd". i.t. 
ont doalnated by & medical, phyalclan-drlven aodel, becauae 
LTC atrvlctt art. to a great extent, a collection of practical, 
fenlly-like, non-technical servlcee. 

*LTC coordinating aganclts ahould have strong governing clet to 
^ tht coamunltlee they aervt; thty thould not bt directed fros 

dlttant corporate board rooma. 

'coordinating LTC atrvlcet doea not require a new tdmlnlttratlve 
bureaucracy. In MaaaachueettB, all cht pltctt are In place, the 
playtra juet need to be coordinated. 
Laat May. wt articulated a atrlaa of 13 principles of long term care. 1 
have attachtd a copy of thaat principle! aa a vlalon of how ve would like 
to att community cart dtvtlop In our atatt, and beyond. 

Fro» thtat prlnclplta of long tera care, we developed tht rough blueprint 
of what we have calltd tht GATEKEEPER model, which build* on tht «tat«*a 
host cart eye tew, and tht fact that twtnty of tht Kaaaachusetta hose cart 
agtncltt art alao Arte Agtnclta on Aging. 

Our GATEKEEPER node] rtllta on locally-controlled, non-profit, financially 
neutral, aaataalng and authorizing agtnclea, which ecand apart froa the 
direct atrvlce providtra. Tha objtctive of GATEKEEPER ie to coordinate 
health and aocial aervlcee. a goal that will be .ore attainable when the 
blending of funding atrcanz (Medicare, Medicaid, home care, etc.) la 
achieved on tha net ion el level. 

GATEKEEPER rellea on a alngle entry point, one-etop ahopplng approach to 
community cara. It would u*e a alngle aaaeeaatent tool for both lnatltutlonal 
and community care, and coordinate the aoclex and health aldea of atrvlcta 
by aaklng "per eeeteement" contracta with health agenclea. Such a ayatea 
doea not reqnlra major raorganlxatlon or conaolldatlon of acrvlce providtra. 
Tha home cara GATEKEEPER nodal channela cara mora effectively, but doea not 
force hone health agenclea to serge with larger entltlaa or loae narktt 
ahare becauae a gatekeeper exlata, 

GATEKEEPER la a practical blueprint cowarda better coordinated care. The 
nodal car: be cone more aophlatlcated once the federal government inprovea 
f Inane in w coordination. Do like noat nodela we have aean dlecueeed on tht 
federal level* GATEKEEPER malntalna atrong conauner control over the LTC 
ayatea, and doea not turn cuatodlal care Into a medic ally-donlna ted ayatea. 
Moat of all » we think tha hone cara GATEKEEPER nodal worke. We bate that on 
ttnum the fact that our ayaten haa aucci jafully worked with hundreda of chouaa«.da 
of Maaaachuaetta alder a over the yeara. Our ayaten la now orovlding pe racial 
cara and hone health cara uaing a caeemeneger nodal. 

^ Wa would be pleeaed at any point to dlacuaa the hone care ayaten in the 
Commonwealth with the Coamlttee aa you proceed with your invtetigatic 
on how to organize long tarn cara for the cut Ion *e elderly. 

• Toura, 

Al Norman ^ 
# Executive Director, Kaaa Hone Care 
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MASSACHUSETTS ASSOCIATION OF HOME CARE PROCRAMS 
AREA ACENCIES ON ACINC 



To: MASS SOKE CARS aofctn sad 
Board* of Directors 

From: Al Noraan. tx»c. Dirtctoi 
Mass Iom Cart 



GATEKEEPER MODEL 



Dtcc: 7/28/86 



Ac the July :ist. meeting of the MASS HOKE CARE Associstion. our 
rubers hip voted to support the attached generic aodel for coordinating 
coaaunlty-bassd heslth <nd social services for elders la <>eed of long 
tera cere—the so-cslled "CATEKEEf EH" aodel. 

This aodel stteapts to dlsgraa the principles of long term csre that 
our Assoclstlon published in Kay. You will note that this model has 
ss slgnflcsnt festures s locsl long tera csre agency that: 

* is controlled by locsl senior citizens 

* is private, non-profit 

* is "fioancielly disinterested", that is. does not profit 
fro* direct service delivery, but is sble to serve ss the 
lapsrtlsl advocate for the elderly client because It is 
not in the business of direct service provision. 

*coordlnetes heslth snd social services by use of "per 
visit" sssescaent contrscrs with hoae heslth sgencles. 

* Includes pre-screenlng for institutional snd non-lnstltu- 
t?onel long tera csre services. 

* Is responsible for Monitoring snd evaluating direct service 
providers. 

* uses a single sssessaent tool to conduct assessments. 



"independence and dignity for elders" 
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, !S^SSSSff!SSS nH 0F H0ME CARE PKOCRA ^ 

GATEKEEPER MODEL 



Uidac thla acdel, ttolonftmon ^■■■im agency would locate, coordinate and aonitor 
7"*?* — providers, t* the gata*— ptc raealns financially neutral , and therefore lapartial 
So^TSTJS^^ Q«a»s»^^ be a private, nco^it aga^ with a^l^oSS 
cc gamming body. Itodel raliaa on a elngle eeejeeenant tool, and Integratas ocrauUtv ml in- — 

eezvlcee through aeeoeaeent oontxacta with hoaa health provider agencies* 



ca* plan 
sig- -of fa 



Hoaa Health 
Agencies 

par viait 
Contract* 



Contract (»>. 



Joint 
Inocaa Eligibility 
functional lapalraent 
Meed for Sarvica 



.atlf iTMti*i*{rri r+h*r 



Step P»i Intake Referrals fot 
haalth 



step Tmdi Joint Aa aean ant 
Joint Assessment Tool 



Caaaplan Conferenue 
nith client/family 



PiaaiiTii 



$atvica Authoriratifln 



Step Threat plan reviewed 
with family 



Step Four i Authorised 




iBpartial fcrferral Kettarn 



1 



Oaaunity Health 
Sarvioaa 






Caee Men* 
Querterly 


guasnt 
Caaaplan 


Monitoring 



. Step Flve i Sarvica Oalivary 



Scvportive 6 CUetodlaT - 
Servicee 



Step Six : Monitoring 



1 Revieed Authorisation I 
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Community-Based Long-Term Care 
in Massachusetts 

A Statement of Principles 
May, 1986 

Prepared for the 
Special Omission on Elderly Health Car* 
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Community-Based Long-Term Care 
Statement of Principles 

1. Long-Term Care services, to a great extent, are a collec- 
tion of practical, family-like, unspecial ized, non-technical 
services, and should not be viewed as predominantly health 
care. See Channeling data on mix of social health services: 
80% social services, of which 64% was homemaker/personal care. 

2. LTC services must be mediated by a case management system 
which is responsible for locating, coordinating and monitoring 
a group of services. Each service area should have date- 
keeping agency which oversees case-finding, functional assess- 
ment, care planning, service authorization, reassessment, and 
monitoring (programmatic and fiscal). See the 1983 Senate 
Ways and Means Policy Report #17 which said "home-care corpor> 
ations are best suited to manage such a system^ 

3. A LTC case management system must meet the following 
criteria: 

* The case management system must be publ icly accounta- 
ble for cost and control over services. 

* The case management agency should be as financially 
disinterested as possible, and separated from service 
delivery, unless there is no other agency available 
to provide a given service. (See 651 CMR 3.01(2) 
state home care regulations— "Except for case manage- 
ment and I&R, a home care corporation may not provide 
a direct service unless authorized"— and Older Ameri- 
cans Act regulations— 132^.103: "An area agency must 
use subgrants or contracts with service providers to 
provide all services, unless... direct provision of a 
service using its own employees is necessary to assure 
an adequate supply of services.") 

* The goal of the case management system should be to 
supplement family care, not to supplant it. 

* The case management agency must have greater control 
over case-finding and its own intake, including the 
institutional pre-screening function. 
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4- LTC services should not be viewed as an extension of medi- 
cal programs, or as an appendage to the health care system, but 
as supportive human services addressing functional impairments. 
"In Massachusetts, a health agency tied to Medicare would not 
be an appropriate designated agency. While access to medical 
services is important, experience with case management and 
social services is vital." (Secretary Rowland 1/31/84 to 
U.S. Senate Subcommittee on Aging) 

5. The LTC system should be consumer-oriented, community-con- 
trolled (elders controlling governing bodies), and non-profit. 
Governing bodies of LTC agencies should include "to the extent 
feasible, recipients of or having familiarity with" LTC ser- 
vices. (651 CMR 3.01(2).) 

6. There should be a single LTC coordinating agency in each 
service area. Entry points in any given community should be 
simple to access, treat all who may need services in an equal 
and consistent manner, and be available throughout the communi- 
ty. The intake system should permit local flexibility, i.e., 
an intake system could consist of one, or a series of case- 
mansger/nurse screening teams, with the LTC agency providing 
the health assessment component directly or through contracts 
with affiliated home health agencies. See the LTC Work Group 
proposal that "home care corporations would issue ^RFPs for the 
selection of home health agencies to participate. 

7. LTC entry points must be visible, and well -marketed. 

8 The LTC system in Massachusetts should capitalize on the 
fact that 20 of the 27 home care corporations currently in 
existence are also designated Area Agencies on Aging, and have, 
therefore, access to Older Americans Act funding in support of 
a comprehensive and coordinated system of long-term care ser- 
vices OAA resources should be more clearly marshalled in sup- 
port of LTC programs in each service area. OAA funds exist to 
develop "comprehensive and coordinated systems for the delivery 
to older persons of supportive services. "(45 CFR, Chapter XIII, 
Subchapter C, Part 1321.1(b).) 

9 The LTC case management system in Massachusetts cannot 
possibly carry out its mandate as listed above given current 
caseloads of 65 cases per case manager. (Channeling had a 
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50-to-l ratio.) Caseloads need to be reduced, and salary 
levels need to be upgraded beyond the current entry level for 
a home care case manager. 

10. The LTC financing system must become a "pooled" system. 
LTC agencies could function with an overall cap on expendi- 
tures, using capitated per diem rates similar to those de- 
veloped in the Lynn Channeling project. 

11. Massachusetts has a well -developed direct service de- 
livery system, and the LTC case management system need not 
result in any significant restructuring of the provider net- 
work. (See LTC workgroup statement; "Problems of access may 
not require substantial reorganization of local service 
arrangements.") 

12. The state should provide "development grants" to lead 
agencies in each service area to put together local LTC 
models, including funding for system marketing. 



13. The LTC system should focus on those elders in Massa- 
chusetts who have two or more impairments in activities of 
daily living, or in basic environmental tasks (instrumental 
activities of daily living), especially those who are at risk 
of institutionalization. See 651 CMR 3.03(3)(a)(1 ) Function- 
al Impairment Levels. 



Many of the principles needed to guide a Massachusetts long- 
term care case management system are currently in place. 
The existing home care corporation network, as developed in 
Chapter 19A, 1s the best suited system to oversee the service 
area specific work needed to better coordinate entry Into the 
system. The service delivery system has some serious gaps, 
to be sure, but the provider system is a mature system with a 
strong track record of experience 1n serving the needs of 
Massachusetts senior citizens. 
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Written Testimony 
Senate Special Committee on Aging 



PRESENTER: Richard Ladd, Administrator, Oregon Senior Services Division 

SUBJECT: The Need for Oevelopnent of Quality Assurance Standards for 
In -Haw Services 

DATE: April 24, 1987 



My name Is Dick Ladd. I an the Administrator of the Oregon Senior 
Services Division. I welcome the opportunity to present written 
testimony on the subject: "The Need for Development of Quality 
Assurance Standards for In-Home Services." For reasons which I 
will discuss, I wish to discourage additional regulations and 
quality assurance standards for in-home services. 

The Oregon Senior Services Division has a special Interest In the 
quality *nd service delivery of In-home services. Social policy, 
explicit In Oregon states, directs the State to promote 
Independence of the State's seniors. Specifically, the statute 
says that the State will: 



(2) Assure that older citizens retain the right of free choice 
In planning and managing their lives; by Increasing the 
number of options in life styles available to older 
citizens; by aiding older citizens to help themselves; by 
strengthening the natural support system of family, 
friends, and neighbors to further self-care and 
Independent living; and by encouraging all programs that 
seek to maximize self-care and Independent living within 
the mainstream of life. 

(3) Assure that health and social services be available that: 

(a) Allow the older citizen to live Independently at home 
or with others as long as the citizen desires without 
requiring Inappropriate or premature 

Institutionalization. 

AND . . . 

(d) Protect the older citizen from physical and mental 
abuse and from fraudulent practices. 

Oregon's Long-Term Care program Is based on the concept that most 
older citizens who require long-term care need social services. 
The long-term care clients need assistance with activities of 
dally living because of chronic functional Impairment. Only a 
small percentage of long-term care clients need acute medical 
services or services provided by skilled medical providers. 

The services that long-term care clients need include assistance 
with shopping, meal preparation, and eating; housekeeping 5. id 
maintenance of the home; supervision related to behavior problems, 
Including reminders and money management; assistance >1th 
toileting, dressing and grooming, bathing, and personal hygiene; 
and assistance with problems related to mobility and 
transportation. These services can best be provided using a 
social model, not a medical model. For most long-term care 
clients these services can be delivered by home care providers. 

For clients with additional medical problems, home care services 
can be supplemented with personal care or home health services. 

The majority of Oregon's home care Is delivered by Independent 
home care providers who art hired by the client. The program Is 
called the Client Employed Program. We find the program very 
effective. The model Is used when a client can direct his/her own 
care. Home Care Is also provided by agencies when the client Is 
unable to direct his/her own care or Is unable to make an 
appropriate judgment about care, thus requiring that the 
supervision of the provide come from another person. Both hoce 
care programs are social service programs. 
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The key to assuring the effectiveness of h e care services Is the 
assessment and on-jolng sonltorlng of the c *nts impairment level 
and need for services. Oregon his a statewide casemaftioement 
system and a comprehensive assessment tool. The service need can 
be accurately determined, planned, Implemented, and monitored. 
Ut only is it cost effective for the client to employ his/her own 
provider and direct his/her own care, but the model promotes 
independence and interaction between the client, the provider, and 
the case manager. The effectiveness can be determined by the 
outcome of the service: the client's needs being met. 

We believe that the additional adilnlstratlve costs of providing 
the supervision and monitoring of providers to assure that the 
provider meets quality assurance standards, could price home care 
service out of the market, more important, however, we find that 
increased regulation does not improve the outcome of the service. 

Oregon has mandatory reporting law; for both Nursing Facility 
Resident Abuse and Elderly Abuse. Concern has fc*n raised that 
unregulated home care providers may abuse vulnerable older 
persons. Oregon's reports Indicate that most reported abuse 
occurs In Nursing Facilities and Adult Foster Homes, two of the 
highly regulated programs. The abuse reports for 1986 and 
and first three months of 19€7 indicate that In-Home complaints 
represent only 1.5 percent of total complaints of providers of 
care. 

Until more Information Is available that would Indicate a need for 
increased regulation, Oregon opposes any regulation that promotes 
dependence, moves home care In the direction of a medical model, 
°* J?/*"," unnecessarily the adilnl strati ve and services costs 
of delivering in-home services. 



ABUSE C0H>LAINTS 
JANUARY 1966 - MARCH 1967 

"SmmTt° f i^ r t of Complaints 

■ *°P U - Comolalnu PeVperson 

Nursing Horn, 14§9( j ^ ^ 

Adult Foster care 5,747 539 

In-Home Care 6,397 . 3? 



0.094 
0.006 



- ^ ^ster Care include 
NOTE:^In^omt Care complaints represent 1.5X of total ccplalnts of provider. 
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Written Statement 



Preeented to tha 



Special Coeeittee On Aging 



U.S. Sanata 



Tha Honorable John Melcher. Chalrsan 



on 



< 



Hoaa Cara and tha Reauthorization of tha Oldar Aaaricana Act 



THE LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION 

National Therapeutic Racraation Sociaty 
American Tharapautic Racraation Aaaociation 
National Consortium on Physcial Education and Racraation 
Cor tha Handicappad 



THERAPEUTIC RECREATION AND HONE HEALTH CARE: 
RECOMMENDATIONS FOR AMENDING THE OLDER AMERICANS ACT OF 1965 

One of tha faateet growing enpectm of aarvicaa to oldar 
Aaaricana i» hoaa haalth cara. Yet, by Many aaaauraa thaaa 
aarvicaa ara unragulatad and poorly dafinad. Tha wiedo* of tha 
Sanata Spacial Committee on Aging ia avident in ita ettempte to 
atudy tha hoaa cirt industry, and to conaidar ways in which tha 
Oldar Aaaricana Act can aarva aa a vahicla to axpand and anaura 
tha quantity and quality of home cara. 

Tha LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION 
welcomaa thia opportunity to provida tha Sanata Spacial Coaaittaa 
on Aging with background information on tharapautic racraation 
aarvicaa which h*va baan uaad »nd can ba further uaad to 



on behalf of 



Docuaant prepared by 



John W, Shenk, Ed.D. 
Cheirpereon, LEGISLATIVE COALITION FOR T.R. 
Teaple Univereity, Philedelphie, PA 



Barbere Wilhite, Ed.D. 
Southern Illinoie Univereity, Cerbondele. IL 
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aupplaaant th* hoae car* provided to our Nation 'a oldar 
lndlvlduala. Thla Coalition (■•• attached) repreaenta 
profaaalonala dadloatad to tha ua« of raoraatlon aa a oeena for 
rehabilitation, education and coaeunlty integration and 
Independent living. 



Recreation and tha oid.r a—OCMl 

The Older Aeerloene Act of 1965* ee enended hea e 22yeer 
hiatory of recogniaing the laportence of recreetlon end lelaure 
in the Uvea of older lndlvlduala. Title I, Declaration of 
Objective*, lnoludea eaong other objectlvee tha nurtuit of 
— enlnqful activity gnhjj th« M «rf..t tMDOM civic, «i.itur.i. 
IKilATIOBAL CDDortunltiM (#7), #n d fr— do.. i«d. M nd.^.. 

and tree mroi** of individual ^iti.ti., in p i.nmm, an d, 

mUflinfl their nun , iY M (#10). 

Title JIX, part B (See. 321) euthorlae* «oci*l a*rvlo*a to 
incUid*, aaong oth.r eervioee, <l) MCMATToml .^ic. <7) 
■■XY A gM des i gned, to enable nJder individual , to attain -n* 
■ilnteln Dhvaloal and —ntai »-n-»«in 0 ti. ^ BrM r». flg 

BIQULAB PHY1ICAL ^TTuttv W t XCTCT « 

Authorlaed aoolel 
eervloee alao inolude reader and letter writing aervlce*, heelth, 
continuing eduoetlon end inf orsatiooel aervlcee, ell of which cen 
be directly rale ted to the reereetlonel end lelaure Involvement 
of aervlce recipients, end are Intended to contribute to their 
dignity end independence, end prevent lnetltutloneliaetlon. 

Finally* Title IV, Pert t {tec. 441) <B) euthorlaee 
Hultldlaolpllnary Centers of Gerontology to conduct baalo and 
•PPlltd research en th. Llie oar ia.., tff pertaining to older 
edulte. Thla affirmation of recreation'* import*ncm.h*e resulted 
in *xt*n*lv* recreational program* for our Motion 'a elderly* 
eapeolelly through aenlor center* sponsor** by local council* on 
•ging. However, with few* exception*, thla ha* not extended into 
the hoe* care indue try. 

Th* Department of Heelth end Human Service* Offloe of the 
Inapector Oeaerel recently ooepleted e etudy of heme heelth cere 
end hoe* heelth eldee. THis study re 1 sea aerloue concerne ebout 
the quelity of the cere provided. Although elde* performed eoat 
of the pereonel cere eervloee, it we* found that they felled to 
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perfora supportive specialized aarvlcea. Thla failure aerlouely 
coaproalaea the full benefit* of hoae car* and preventa tiia older 
peraona froa realizing their fullest rehabilitation potential. 
The lepact of thla type of care on the Independence*, dignity and 
quality of life of older Individuals can only be apeculated. but 
It la clearly not In the dealrable direction. Further, one can 
eaally conclude that the recreational needa of theae Individuals 
are consistently neglected. Indeed, it i* tlae for tha hoae care 
lnduatry to be laproved. and to be coapoaed of quality aervlces 
that addreaa needa beyond the sost baalc peraonal cara of hoee- 
cantered peraons. 

The Need for Hoee Care 

The laproveaent and expanalon of hoae care for the elderly 
la receiving priority attention for aeveral reaaona. Firat. 
great value la placed on aalntalnxng Independent living and 
atavlng off Institutionalization aa long aa poaalble. This Is of 
value to aoclety In general and conauaers In particular. 
Secondly., the coat of hoapltal and nuralng hoae care haa been 
excalatlng. The Introduction of the dlagnoatlc related (DRC) 
groupings. Intended to coabat aoarlng coeta . haa reaulted In 
reduced hoapltal ataye and lncreaaed aabulatory care aervicea. 
The hopeful perception that hoae care can reduce health care coat 
contrlbutea to an eephaela on expanded hoae care utilization. 



One of th« baalc questions poaed to the hoae care lnduatry 
regarda what MIX OF SERVICE ahould be provided In the contlnuua 
of care between the lnatltutlon and the coaaunlty. The 
lncreaaing nuaber and proportion of elderly In the population, an 
upward trend In life expectancy, the lncreaaed likelihood of 
living alone at older agea. and chronic conditions and health 
probleea affecting activity suggest the need for a variety of 
aupport aervicea. Currently, alternatives to institutional care 
are of paraaount ieportance to providera of theae aervicea to 
older peraona. The queatlon of risk of institutional placeaent. 
uaually in nuralng hoaea. appeara to be an Interplay of phyalcal 
condition., aental health, functional health, coaaunlty and faally 
aupport. flnancea and relatively bsrrler-free envlronaent. Many 
of theae apeclflc probleaa are treatable and can either be 
corrected or aanaged on a continual baala. However, strategies 
for dlalnlahlng the rlak of inatltu tlonal care have largely 
reaeablad what aight be referred to aa 'cuatodlal* care. 
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In -ho., urvicii c. n be . , or . appropriate , nd co-t 

•ff.ctiv. altern.tiv. to in.titu tion»- care. Th rvic. can 

be dir.ct. d particularly at the. »ho could b. ..intain.d .t ho., 
if appropriate living arrangc.nt. . n d .upport ayeteee could b. 
..t.bli.h.d. A. pr.viou.ly .t.t.d, pr...nt in-ho.. Mrvlcti h.v. 
focua.d .l.o.t .xclu.iv.ly on n ..d. related to ..did « n d 

personal car.. Khil. th rvic.. . r . i.port.nt, . n obviou. 

l.ck of ..pha.l. on paycho.ocial « n d .K P r...iv. n e.d. 1. .vid.nt. 
R-habilitativ. ho., car. cannot b. conc.ived .ol.ly i n 
aalntenance or cu.todl.l t .r... Effort. . u .t be .xt.nd.d toward 
providing ••rvlc. conduciv. to ...ting hlgh.r ord.r n .ed., 
b.ycnd aar.ly, survival. 

Therapeutic B^rn U on S.rv^ fl 

Th. purpo.. of th.r.p.utic r.cr.ation 1. to f.cilit.t. 
functional i.prov...„ t , well-being .nd lif. quality. Quality C f 
lif. ..y b. d.fin.d .„ individual', opportunity for 
r..pon.ibility . nd dignity, choice., r.l.tlon.hlpe,, ccp.t.nc., 
•nd co-.unity pr... n c. .„ d participation. X.proving th . quality 
of a p.r.on'. llf . thr0u g h . foc ». on r.cr.ation and l.i.ur. 
-or. co.pl.x than ju.t providing enjoyable activity or d.liv.ring 
••g.ant.d th.r.py utilising activity a. a „diu.. 

Therapeutic r.cr.ation r.f.r. to th. .p.cl.li„ d application 
of r.cr..tion for t h. .p.cific p urpo .e of int.rvening ln -0 .e 
phy.ic.l, ..otion.l, or .oci.l „„ d , . nd f. cilit . ting ch „ 9 ., 
growth and dev.lopeent. D.p.nding on the need., ..rvlc.. c „ be 
deelgnad to b. tr«t..nt-orl.„t.d, educational,, or advi.ory 
providing or dir.cting on individual to th. nece...ry ra.ourc. - 

•ith.r ln th . ho., or i n th. co-.unity - for ind.p.nd.nt 
r.cr.ation « n d leiauro involva.ant. 

A c.rtifi.d th.r.p.utic recreation .p.ci.li.t work, with th. 
client, f.. lly , tnd th . pr of...ion.l wm ^ 
.id.., with the pro P .r training and .up.rvi.ion, could provide 
••ny a.p.ct. of th.r.p.utic r.cr.ation .orvice.. 

Idyll Arboi, . l lc .n..d private for-profit h.alth care 
bu.in.aa in R.v.n.d.l., Wa.hington, i. „ .xa.pl. of quality 
ho.e-c.nt.r.d recra.tion therapy, c.rtifiod th.r.p.utic 
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recreation epeclallata receive refsrrala f ros hospitals and hoee 
health agenelee with the • pacific requeet to •••lot clients In 
using rscrsstion to eltlgate iilneee, prevent regreaalon, and 
sxpedlte tho acquistlon of lndspsndsnt functional skills* 
Attending to psychosocial nesds, recreation and lolauro 
•otlvltloo or* used to otloulot* initiative, ootlvotlon and 
coopllonco In utttra rolatod to oolf care, nutrition, oxorcloo 
•nd social lnvolvsssnt. Tronoportatlon skills, cognltlvo oicllla 
(such «• orisntation, following dirsctions, uolng sseory,, and 
dscision ssking), social skills, and tho uaa of cooounlty 
rtiourcu ouch as tho senior centere, aro oil within tho 
fraeework of raoroatlon therepy. Tho oorvlcoo of farad through 
Idyll Arbor, and other progrooa alollarly designed <sse Vllhlts, 
1987) sppeer to influanca tho svoidsncs of lnotltutlonollcatlon 
•nd tho nsed for further, porhopo unexpected, eedlcal caro* Such 
progress ond oorvlcoo cams o> contribute to indopondont 
functioning, b» lncroaoo coopllonco with proscribed phyolcal 
exercise routines, aod c) pooltlvoly lnfluonco aotivat'on and 
foollngo of dignity and aolf worth. 

Racosaeftdstlons 

Vlth tho abovo cossentsry In slnd, tho LEGISLATIVE COALITION 
FOR THERAPEUTIC RECREATION roopoctfully subs Its to tho Sonato 
Spociol Coeelttee on Aging tho following rocossndstlono for 
consldsrstlon In tho rsautfcorlsatlon of tho Oldor Aoorlcano Act 
of 1965, ao aoondod* 

1* Assnd Tltlo III, Grants for Progress on Aging, to odd a now 
port dovotod exclusively to ho— osrs. Serviess authorised 
under hoes cars include but are ii»i»«d to thinatutie 
rscrsstion sarvioss j., 

(tegulstlons would preouaebly contain epeclflce about acope 
of auoh oorvlcoo, qualified personnsl, ato). 

2. Aasnd Title IV, Trsinlng, Research end Diacrotlonery 

Prograse, Sec. 411 <e> <l> insert t EC BE ATI ON sftsr hs«lth 

g sj m 
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3. Aaand Title VII, Older Atirlcam Peraonal Health Education 
Training Prograa ee follow*: 

Sac. 704 (b)(1) lneart THERAPEUTIC RECREATION after haalth 
education: 

Sac. 704 (b)(1)(D) Ineert RECREATION after phveical fltneea : 
Sac. 704 (b)(1)(F) lmtrt THERAPEUTIC RECREATION aftar 
phvaical fltneea: 

Sac. 704 (b)(1)(H) lnaart THERAPEUTIC RECREATION aftar 
haalth education. 

Cor.clualon 

Tha Sanata Spaclal Coaaltttaa on Aging la »««klng to raapond 
to tha naad for quality and approprlatanaaa of hoaa health care, 
and la to ba coaaandad for Ita leadarahlp In logically looking to 
tha Oldar Aaerlcane Act for a forua for addraaalng thla naad. Aa 
thla Coaalttee haa ao aptly noted, hoaa cara cannot focua 
axclualvaly on paraonal cara and hoaeaaker aarvlcaa. Thoaa 
•a pacta of an oldar paraon'a lift that glva aaaning «nd purpoaa 
naad to ba rlgoroualy axaalned for thalr contribution to 
Independence,, dignity and well-being. Tharapautlc racraatlon 
aarvlcaa, aa an aapact of hoaa cara, can halp «naure that Ufa la 
addad to tha oldar yaara, rathar than yaara to tha oldar paraon'a 
Ufa. Tha LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION la 
coaalttad to working with tha Congraaa to enaure that our 
Natlon'a oldar cltlcena racalva quality haalth cara -- whcthar In 
tha hoaa or away froa It. 
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LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION 



The purpose of the LEGISLATIVE COALITION FOR THERAPEUTIC 
RECREATION is to monitor legislative and regulatory matters 
pertaining to therapeutic recreation and recreation for special 
populations* The COALITION collaborates with public affairs 
offices and legislative action committees of its constituent 
organizations on related public policy and membership education* <m» 
information and action* The COALITION represents various 
professional organizations* committed to promoting and protecting 
the role of recreation in the treatment* education and community 
living of individuals with illnesses* disabilities, or other 
handicapping conditions* The COALITION strives to ensure a ^ 
consolidated and consistent approach to working with 
Congressional committees and federal agencies on behalf of the 
interests and concerns of the member organizations and the public 
it serves* 



The National Therapeutic Recreation Society (NTRS) is the 
professional branch of the Nstional Recreation and Park- 
Association dedicated to improving and expanding 
opportunities for individuals with disabilities to 
experience personal development and fulfilleent and 
functional improvement throe > 1 recreation and leisure* 

The American Therapeutic Recreation Association . ATRA) is a 
non-profit professional organization committed to advancing 
the role of therapeutic recreation as an effective and 
efficient component of rehabilitation, habilitation* 
education and medical treatment of clients in health care 
and human service settings. 

The National Consortium on Physical Education and Recreation 
for the Handicapped (NCPERH) consisits of professionals in 
the fields of adapted physical education and therapeutic 
recreation involved in promoting and stimulating programs 
and services* snd conducting professional training and 
research snd the dissemination of public information related 
to the physical education and recreation needs of our 
Nation's 4*3 million handicapped children a r jd youth. 



9 

ERIC 



225 



Appendix 2— Follow-up Answers 




I tea 1 

DEPARTMENT Of HEALTH * HLMAN S«MC£S Ofcc.**.*^ 



Office of the Assistant Secretary 

for Li-grsiattoo 
Wash.ng,on, 0 C 20201 



The Honorable John Melcher 
Chairman 

Special Committee on Aging 
United states Senate 
Washington, d.C. 20510 

Dear Mr. Chairman: 



?o»^^?° f ° r thC ?PP° rtunl ty for Charles wells. Deputy 
Commissioner on Aging, to appear before the Senate T^ri*! 

addressed in your correspondence to Mr. wells dated May J? 1987 
EiXin |u n e C sUons° Ur re3P ° nS<!S «* ^ ° f *° u " «»■ ^en'aJor 1987 ' 

I hope that these answers will be helpful to you In m» 
22f!!2 ? r.l.t* to reauthorization of "he 

tter has bee 

Sincerely, 



Anericans Act, A similar-Ietterh^^eT^nt *£ Sena?or°He"z. 



Ronald P. Qocksai 

Assistant Secretary for Legislation 
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Question #1 : How touch of Title III-B funding is dedicated to 
in-home services such as respite and personal care? How many 
people are receiving in-home services? How does this break 
down per individual served? 

Answer ; 

In FY 1986, approximately $259.7 million was allotted to 
State Agencies on Aging, after transfers, under Title iii-b of 
the Older Americans Act for supportive services. (State 
Agencies on Aging have the authority to transfer liaited 
amounts of funds among the three Title III allotments in order 
to better reflect their local needs and priorities). This 
figure represented 42. B percent of the $640 million available 
during FY 1986 under Title III. 

The Administration on Aging (AoA) does not require States 
to report the distribution of funds used specifically for the 
three types of supportive services provided under Title III-B, 
i.e., access, in-home and legal assistance services. 
Title iii-b funds are used as the States themselves best see 
fit for a whole variety of services including in-home 
services. States do provide, however, estimates of the number 
of client contacts and the type of supportive services provided 
under Title III-B. During FY 1986, these in-home services and 
the estimated number of client contacts were: 

Homemaker services 736,342 

Horn* health aid services 148,850 

Visiting/Telephone contacts 998,601 

Chore maintenance 253,981 

All other in-home services 335,388 

Total in-home clienc contacts: 2,473,162. 

The 2.47 million client contacts for in-home services does 
not represent an unduplicated count of elderly persons 
receiving such services, since States frequently report clients 
as receiving more than one type of Title III-B service. Data 
provided by States do not permit an estimate of the cost of an 
in-home service per client contact, since clients may receive 
multiple services under Title III-B. 



Question »2 : Bow can you assert that [industry accreditation 
and the certificate of need program} are the best approaches 
for assuring quality care? 

Answer : 

In Mr. wells* testimony on April 27 before the Special 
Committee on Aging, he indicated that AoA is very much 
committed to the provision of quality care in the services that 
are provided to every older person - and their families - under 
the Older Americans Act. Through a number of research and 
demonstration efforts, AoA is continuing to help build a 
knowledge base that will assist State and Area Agencies on 
Aging to better assure the quality of home care for older 
persons. 

These efforts include a project with the Ohio Department of 
Aging to design, implement, and evaluate a model quality 
assurance program for in-home services for elderly care 
recipients. A second project, being conducted by the Clackamus 
County, Oregon Area Agency on Aging is replicating and testing 
a local/State quality assessment program. 

We do recognize, however, that assuring quality for in-home 
services is a challenging problem involving many complex 
issues. Quality assurance in services is made difficult for a 
variety of reasons. The need for home care has increased 
greatly in recent years. Concurrently, the number and variety 
of service providers providing such care also have increased. 
Additionally, the number and types of services needed by 
elderly persons in the home vary greatly in their complexity 
and cost. In sum, the home care industry is rapidly growing 
and changing, it must also be recognized that many home care 
services are provided not only by professional service 
organizations but by family members and friends. 
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Even defining -quality- in home care services is a 
^vT™! complex taS k. since the concept of -quality- has 
psJcholog?ca?? S int "P^ ^at ions ~ physical, social/ 

of hSiIK'! ° f th68e 3nd ° ther P robleas related to the issue 
ILZ tlilL hOW A care , services ^ older persons. AoA believes 
that states and local entities, including the private sector 
remain the most appropriate locus of sett ng standards and 
monitoring the quality of performance by chose who provide home 
care services. In the testimony on April 27, Mr. Wells 
provided some examples of quality control systems which have 
been implemented to regulate home care services and to help 
assure better quality in such services. At the Federal level, 
the regulation of home care has been primarily Medicare 
certification for home care agencies, while licensure is the 
regulatory mechanism most frequently used by States. 

Several other important approaches for helping to assure 
quality noise care services have emerged in recent yeais. One 
of these is industry accreditation. The National League for 
Nursing (in conjunction with the American Public Health 
Association), the National Home Caring Council, and the joint 
Commission on Accreditation of Hospitals are three major 
accrediting organizations that have made important 
contributions to home care quality services. 

While no one approach can be necessarily identified as the 
best system for assuring quality home services, industry 
accreditation coupled with existing state mechanisms of 
licensure. Federal Medicare regulations, and othr legal and 
marketplace controls are, we feel, viable and effective 
mechanisms for improving the quality of home care services, 
depending on the needs of individual States, communities and 
consumers. 

Question «3; Do you think the long-term care o^udsman should 
have the expanded responsibility, authority, and resources to 
investigate home care complaints? If so. what resources would 
be necessary for ombudsmen fo be effective in this area? 

Answer : 

The Administration on Aging believes that it would be 
inappropriate for the Federal government to mandate that the 
State long-term care ombudsman's responsibilities be expanded 
to investigate home care complaints. Even with significantly 
increased resources, such additional responsibilities would not 
be feasible in many States. 

The long-term care ombudsman program is based or an 
institutional model in which program specialists and volunteers 
advocate for persons in institutional settings. Specifically 
the role of the ombudsman is to help individual residents and' 

heir families negotiate with nursing homes and regulatory 
agencies. Through their ombudsman programs, States address 
such issues as nursing home regulations, abuse of residents' 
personal funds, and restrictions cn access to nursing homes. 
The knowledge, training, and organizational approach that would 
be necessary for monitoring home care cervices is different 
from that currently utilized by the long-term care ombudsman in 
institutional settings, whereas the resolution of complaints 
is the current principal role of the ombudsman, this 
responsibility would only be one component necessary in 
monitoring and assuring quality care for in-home services. 

T ; .<j ombudsman program also is highly reliant upon the use 
of volunteers. Data for the ombudsman program for FY 1986 nave 
been computerized and are currently being summarized. During 
FY 1985, however, paid full and part-time staff in the 
ombudsman program totaled about 1,000 persons, while nearly 
8,000 volunteers, whose efforts are critical to the success of 
ombudsman activities, provided services in this program. 
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Working with individuals, the focus of the ombudsman 
program is primarily problem-solving in nature, not 
regulatory. Ombudsmen have legitimate and important roles in 
consumer protection, and because they are not regulators, they 
can effectively mediete problems between consumers, service 
providers, and regulators. In PY 1985, the number of 
complaints reported to ombudsman programs totaled approximately 
83,700 with 77 percent investigated and 62 percent resolved or 
partially resolved. These number., represent formidable 
responsibilities ard activities undertaken by ombudsmen. Only 

in three States — Maine, Virginia, and Wisconsin — do State V 
ombudsman programs have a State mandate to monitor home health 
care services. 



It has been estimated in a recent publication of the Senate 
Special Committee on Aging, Aging America; Trends and 
Projections , that approximately 5.2 million persons over age 65 
need assistance with personal care. These figures will rapidly 
increase in the decades ahead. The immense need for services 
which these figures represent, in addition to the diversity of 
services needed, would make effective monitoring and 
investigation of complaints of in-home services by ombudsmen 
extremely difficult. 

States now have the authority to regulate home care 
services through such mechanisms as licensure. AoA believes 
that States, in conjunction with private sector and 
professional organizations, are the most appropriate entities 
for assuring quality home care services. 



Question #4 : You stated in your prepared testimony that 
coordination of home and community based services should be 
required activity of State and Area Agencies on Aging. How 
could we make sure that the coordinated services are of 
sufficient quality? would you recommend that additional 
resources be given to the area agencies on aging to oversee 
these services? 

Answer : 

The Administration's proposed amendments to the Older 
Americans Act, recently introduced as S. 1133, would require 
State plans to assure that area agencies facilitate the 
coordination of home and conmuni ty-based services to vulnerable 
elderly individuals. The bill would define vulnerable elderly 
individuals as those who have attained 65 years of age and who 
either: (i) reside at home and are at risk of 

institutionalization because of limitations on their ability to 
function independently r (2) are patients in hospitals at risk 
of prolonged hospitalization, but could be returned to the 
community if home and community based services were available; 
or (3) are patients in skilled nursing facilities or 
intermediate care facilities, but could be returned to the 
community if home and community based services were available. 
We believe that the coordination of home and community based 
services for the vulnerable elderly is Important enough that it 
should be a State plan requirement and a mandated Area Agency 
activity. 

We believe that Area Agencies on Aging, in light of their 
experience in developing and implementing service programs over 
the past 22 years, are in a unique position to coordinate and 
improve the quality of the wide range of health and social 
services needed by vulnerable elderly persons to remain in the 
community. It is the position of the Administration on Aging 
that the administrative funds currently available to Area 
Agencies on Aging are adequate to carry out their coordination 
responsibilities. 
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Question IS: In light of the testimony we heard at the hearing 
about quality problems, will you recommend to Secretary Bowen 
that the Department support a =pndatory aide training program, 
with a national standardized set of criteria, for aide and 
homemaker services funded under the Oldet Americans Act and 
other programs? 

Answer : i 

We believe that the future of the programs under the Act 
clearly lies with State and Area Agencies on Aging. States 
themselves have the authority to train home cafe services 
providers through State colleges and universities. States also 
have the authority to establish standards of criteria through 
their own legislative and regulatory processes. AoA believes 
that States, therefore, in conjunction with private sector and 
professional organizations, are the roost appropriate entities 
for training and regulating in the area of home care services. 



Question #6; with the reauthorization of the Older Americans Act 
this year, there has been a great deal of discussion about adding a 
sliding fee scale to the provision of many OAA services, do you 
think that a fee scale will create barriers to serving the elderly 
who need OAA services the most. i.e. those with lew incomes? Isn't 
a fee scale contrary to the intent of the OAA — to provide services 
to all older Americans? 

Answe r : 

The Administration's proposed amendments to the Older Americans 
Act, recently introduced as S. 1133, would permit States, at their 
option, to permit Area Agencies to cnarge fees, based on ability to 
pay. for supportive services under part B of Title ill. The State 
Agency on Aging wuld be required to ensure that no fees for such 
services were charged to low income individuals. It would oe left 
to State discretion to determine which supportive services would be 
subject to fees, as under current law. there would be no authority 
to charge fees for nutrition services under part C of Title III. 

This amendment would help to ensure the m^st effective use of 
limited program funds, as fees collected from those able to pay 
would enable area agencies to expand services available to those 
unable to do so. Area Agencies would remain f re - to seek only 
voluntary contributions; however, the proposal would complement that 
authority. 

We believe that a fee scale, rather than being contrary to the 
intent of the Act, is a viable method for targeting resources to 
those who are least able to pay for them. Further, we believe that 
this solution is an acceptable alternative to increases in 
authorization levels during a time when the Congress and the 
Administration are working toward reducing the Federal deficit, 
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Item 2 




ttitited States Ornate 



SPECIAL COMMITTEE ON AGING 
WASHINGTON. DC 20510-6400 



April 29, 1987 



The Honorable Otis R. Bowen, M,D. 
Secretary of Health and 

Hunan Services 
Department of Health and 

Hunan Services 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 

Dear Nr. Secretary: 

As Chairman of the Special Committee on Aging, I am 
writing to request that you direct the Health Care Financing 
Administration (HCFA) to take Immediate action toward 
promulgating a regulation mandated by the Congress In 1980. 

Specifically, I am referring to a provision In the Omnibus 
Reconciliation Act of 1980, which amended Section 1861 (m)(4) of 
the Social Security Act to require that home health aides 
"complete a training program approved by the Secretary [of 
Health and Human Services]." The Committee was deeply disturbed 
to learn on Monday In a Committee hearing on home health care 
that -the Department has yet to comply with this law, enacted 
almost seven years ago. 

I cannot emphasize too strongly the urgency In the need 
for a mandatory home health aide training program. Testimony 
during the Committee hearing Included shocking and alarming 
statements from recipients and providers of home health care 
concerning caregivers who were Incompetent, negligent, and even 
abusive to their patients* A recently completed report, "Home 
Health Aide Services For Medicare Patients," by the Department's 
own Office of Inspector General further confirms the need for 
adequate standards pertaining to training and supervision of 
theae caregivers. Moreover, a reoent study conducted by the 
National League for Nursing revealed that 4*12 of home health 
aides surveyed could not read a thermometer, and 3li did not 
even know how to take a patient's pulse. 

I am at a complete loss to understand HCPA's dereliction 
in having failed to publish the required training regulation, 
especially since that age.icy completed a draft of the regulation 
some three to four years ago. Even more puzzling was the 
testimony submitted by Louis B. Hays, HCPA's Associate 
Administrator For Operations. Mr. Hays acknowledged HCPA's 
failure In not having established the required regulation, but 
then went on to state: "We have recently become aware of this 
situation and have taken steps to publish a proposed regulation 
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The Honorable Otis R. Bowen, M.D. 
April 29, 1987 
Pag- 2 



as soon as possible." Mr. Hays estimated that the regulation 
could be published in "a couple of months." I find Mr. 
Hays' tiraecable to be unacceptable, In light of the fact that a 
draft of the regulation was completed several years ago. 

Therefore, please let me know as soon as possible when 
this regulation for home health aide training will be published. 
In addition, I would like a detailed account of why the 
Department and HCPA failed during the past seven years to comply 
with the Congressional mandate concerning the training program 
for home health aides. 

* Should you or your staff have any questions regarding this 
request, please have your staff contact Max Richtman, the 
Committee Staff Director. 

I am sure you appreciate the urgent need for quick action 
on this statutory requirement, and I look forward to your 
cooperation and assistance in this important matter. 



Sincerely , 




JM:Jfm 
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THE SECRETARY OF HEALTH AND HUMAN SERVICES 



WASHINGTON, o c JOJOJ 



MAY 8 1987 



The Honorable John Melcher 
Chairman, Special Committee on Aging 
United States Senate 
Washington, D.C. 20510-6400 

Dear Mr. Chairman: 

This is to acknowledge receipt of your letter of 
April 29 , 1987, urging that immediate action be taken to 
publish a regulation for home health aide training. 

A response will be provided to you as soon as possible. 

Thank you for bringing this matter to my attention. 



Sincerely, 



Otis R. Bowen, m.D. 
Secretary 
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_Iti?itCftETAftVOF HEALTH AND HUMAN S€RVrCES 



JUN ! 6 B87 



The Honorable John Melcher 
Chairman, Special Committee on Aging 
United States Senate 
Washington, D.C 20510-6400 

Dear Mr. Chairman: 

I am responding to your letter concerning the requirement for training of home health 
aides* I am sorry that my response has been delayed. 

As Mr. Hays indicated at the hearing, which you mentioned, we were q^iite distressed * 
to discover that regulations had not been issued Implementing the statutory 
requirement for training of home health aides. You asked us for a detailed account 
of the reaso-s for the delay in issuing regulations- I believe that the best answer 
is that regulations on this provision were overlooked because of the numerous 
additional provisions enacted in r ibsequent Reconciliation Acts. 

Regartfess of what has gone before, I am committed to developing and issuing 
regulations to implement this requirement. Although you suggested that we need 
only to publish the draft regulations developed several years ago, this is not the case. 
We have thoroughly reviewed this dreft in the light of events that have occurred 
since it was written, Including the Inspector General's report. I have been advised 
that the Health Care Financing Administration has made some alterations to the 
draft and are preparing to submit it to the Department for review. Under the 
established procedures, we believe we wfll have published the proposed regulation by 
August. Hje speed with which a final regulation is published relates in part to the 
volume and content of the comments we receive on the proposal, and we will 
establish a schedule for a final regulation once the comment period has closed. 

I share your determination to see that this statutory requirement is implemented, but 
! believe you will appreciate that the action we propose to take must be carefully 
considered. 



f mcerely, 




Otis R. Bowen, M.D. 
Secretary 
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Item 3 



INVESTIGATION OF HOME CARE PATIENT COMPLAINTS 



Q. Senator Brad le\ *s bill on home care • S 1076 , requi res that 
State or local agencies establish, within the context of 
Medicare, an ombudsman- 1 i ke unit for investigat ing home care 
patient complaints. 

Should this function be established under Medicare or under 
the programs within the context of the Older Americans Act'' 

A. The f nartment's Office of Planning and E\aluation is 

currently funding a study to address that very issue -- to 
determine the feasibility of expanding the nursing Home 
Ombudsman Programs sponsored by the Administration on Aging to 
include o\ersight for home care ser\ices. 

Under the Medicare program, we currentl> have the authority to 
respond to beneficiaries' complaints. The contract scope of 
work for peer review organizations <PROs> requires that PROs 
establish procedures to respond to beneficiary complaints. In 
addition, the Omnibus Budget Reconciliation Act of 1986 
requires that PROs review all written complaints by 
beneficiaries about the quality of services pro\ided. The PRO 
must also inform the individual of the final disposition of 
the complaint and provide the practitioner with an opportunity 
to discuss the complaint where there is a finding that care 
does not meet professionally recognized standards of health 
care. Regulations are being promulgated and implementation of 
th » s pro\ ision is projected for Fa 11 1987. 



Q. How far along is HCFA in developing patient outcome data for 
use in assessing the quality of home care'' 

A. Before we can develop patie. t data to assess home care 
quality, we believe it is necessary to first change the 
orientation to surveying home health agencies. The process 
presently focuses on written compliance with the conditions of 
participation rather than on patient outcome measures. 

We recently awarded a contract to ABT Associates, Inc., 
Cambridge, MA to develop a patient-centered approach,, using 
outcome measures, for surveying home health agencies. This 
contract will be completed by 1989 and the results, along with 
results of other home care studies presently being conducted, 
will be used to implement a new outcome-on ented process to 
assess the quality of home health care. The new process will 
produce the patient outcome data necessary to develop more 
objective measures of quality care in home care settings. 



Q. Currently, the only sanction against a home care agencv that 
is providing poor quality of care is germination from the 
Medicare program. 

Shouldn't we establish a scries of intermediate sanctions, 
fines, penalties,, otc.--to penalize poor performance'' 

A. Such sanctions are difficult to administer. Financial 

penalties may have the effect of causing termination, since 
many home care agencies serve primarily Medicare patients and 
rely on the Medicare program to finance most of the services 
provided. Imposing financial penalties can also raise the 
issue of potential skimping on quality hen fewer funds are 
available In addition, we want to avoid the imposition of 
Federal .quirements which might undermine current State 
flexibi ity to correct deficient performance. 



PATIENT OUTCOME DATA FOR HOME CARE 



INTERMEDIATE SANCTIONS FOR HOME CARE AGENCIES 



74-987 (236) 




